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TRICHOMONAD invasion of the female genitals is a subject full of 
interest, both positive and speculative, and much that is new 
has been added to our clinical knowledge that is now published 
for the first time. In order to give a comprehensive survey of 
the subject, it was decided to outline the history in its 
developments, and add the authors’ contributions to both the 
trichomonad’s lite history, and the clinical manifestations which 
its biology entails in the human organism. It may be stated 
that it is impossible to differentiate the clinical symptoms, 
which may arise from the trichomoniasis, from those due to the 
organisms with which the trichomonads always live in symbiotic 
mutuality. Furthermore, it is possible to cure the lesions of the 
trichomoniasis and still have to combat the symptoms and organic 
changes due to the associated anaerobes, some of which may be 
very tenacious, even ineradicable, in certain individuals of low 
specific resistance. Protozoa, of which the trichomonad is an 
outstanding type, have come to occupy a prominent place in 
human diseases. 


HISTORY OF TRICHOMONIASIS. 


In 1837 Donne,’:* for the first time, described the trichomonad 
as the most frequent of the intestinal protozoa. They were not 
then considered as the agents of pathological processes, but as 
harmless incumbents in the human alimentary canal. Later, it 
was found that many animals were hosts to this organism. They 
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were considered as mere saprophytes without ulterior destruc- 
tive influence other than that of acquisition of a living. 

Later, Reichenow*® found trichomonads in the blood of 
chickens, but this was considered as merely the fortuitous excep- 
tion, of no serious import. But that they have a wide range of 
living-circumstances was demonstrated by Rodecurt* in 1932-34, 
who found them in water tanks and in public swimming baths, 
from which they could infect individuals as certainly as the 
disease can be transmitted from individual to individual. The 
writer has propounded the belief that the trichomonad is fre- 
quently water-borne. That belief arose out of two observations : 
six patients, previously free, developed the disease while at sea, 
having contracted the disease, it is thought, from the community 
bath-tub, where patients bathe in rapid succession without proper 
cleansing of the warm bath in the intervals; and the great 
number of patients who came down each year in July and August 
from a northern summer resort where thousands bathe in a 
small pool. In the last instance, either the water is intected at 
the shallow warm edge, or infected bathing suits are rented to 
bathers in rapid succession, without the necessary precaution of 
sterilization. 

Wenyon* and Hegner*-* in 1928, while tracing some of the 
facts in the life history of the trichomonads, found that the 
excreta of flies contained living trichomonads, acquired by the 
fly from infected human excreta, and demonstrated that the 
flies so infected can soil human and animal food. Also animals 
may become infected by eating grass contaminated by fertilizers. 
That the life range of the trichomonad is wide is shown by various 
researchers who demonstrated the organisms in most of the 
domestic and wild animals. Hoehne‘ first brought the tricho- 
monads into a more intensive interest as a pathological entity, 
and soon afterwards Reidmiiller,’ Kiist,' Witte’ '* and Wenyon,’ 
and others were able to show that in many animals, but more 
especially in the bovine tribe, they set up undoubted pathological 
lesions. 


STRUCTURE. 


There is a common structure to all trichomonads, though 
they may differ in size and in special minor details, as to form 
and number of flagella. The commonest type, diagramatically 
shown in Figure 1, taken from Bender,’* demonstrates the 
common salient points of this interesting organism. The tricho- 
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monad, in the scale of social evolution, belongs to the lowest 
grade of individualization common to all protozoa. There is no 
division of labour, though certain parts of this animalcule have 
specific functions. At the fore end of the organism is a number 
of whip-like flagella, varying from one to three. These vary 
much in their activity, in some extremely energetically whip-like, 
and purposeful, in others slow and lethargic. The authors have 
studied the functions of the organisms under four separate 


Fic. 1. 


microscopes, where the organisms are closed in warm chambers 
to keep them alive as long as possible. In these circumstances 
they have survived 6 hours under constant observation. Emerg- 
ing from the fore end is an attached flagellum bound, as by a 
pleated veil, to the body of the organism down to its hind end, 
where it terminates in a long or short tail, which is prehensile 
and serves two purposes, as a rudder when going up or down 
stream, or as an anchor when stability is desired. By so anchor- 
ing, greater effect is imparted to the anterior flagella, whose 
purpose is to bring food to the gullet set near the fore end, in 
close proximity to the base of the flagella. The gullet is defi- 
nitely contractile, and can attract choice pieces or reject them 


599 


ie 
VAG 
h. G.----— 
: 
ie 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


with seeming determination. From the base of the fore-end 
flagella, there is a stalk which runs the whole length of the 
organism. In this, chromosomes abound, to the fore and behind 
the nucleus with its nucleolus, which occupies the fore part of 
this stalk. In the protoplasm, surrounding the main stalk, are 
numerous refractile bodies which would seem to be food pro- 
ducts in process of assimilation, and, binding the whole organism, 
is a membrane of greater tensile power to confine the semiliquid 
contents. In addition are numerous clear globules in the proto- 
plasm. These move about generally in a centrifugal direction, 
eventually to reach the surface, where they are cast off as a 
seeming-oily globule. While in the organisms these globules 
are of a pale salmon pink under reflected light and, when ejected 
from the body of the trichomonad, they retain their specific 
colour and globular shape in the circumambient fluid. Tricho- 
monads multiply by fission. But that this is not the only method 
of propagation is shown by the great difference in size of the 
specimens in the same individual. In the authors’ specimens, 
when under long observation, one sees small round trichomonads 
much smaller than a leucocyte, with a very imperfectly formed 
flagellum, others more mature, and all gradations of size and 
development. It is not fully known how these smaller forms 
originate, but it has been possible to find many large encapsulated 
forms with as many as Io separate entities within the capsule. 
It is thought that this is the sexual type of reproduction, for 
nature resents indeterminate fission. This form of multiplication 
may suffice for a while, but regeneration by sexuality becomes 
eventually imperative. It has been found, while these organisms 
were under observation, that they respond to drugs, such as 
strychnine and morphine, and foods, such as glucose solutions, 
much as do humans. When food becomes scarce, or the pro- 
ducts of their metabolism concentrated, or environment un- 
favourable, the flagellar movements slacken; the flagella become 
stout, pseudopodic in character, and are finally withdrawn into 
the organism and a distinct clear periphery, like a vitelline mem- 
brane, surrounds the now spherical organism, and the granules 
become central, but slightly eccentric, giving the outer clear zone 
a slightly new-moon shape. It is thought that this conformation 
is defensive. 


MoTILIty. 

Trichomonads move by virtue of two forces. One is intrinsic 
in the organism, the other is extrinsic due to the flagella. The 
rapid movement of the endoplasm permits a distinct seal-like 

600 


a 


TRICHOMONIASIS 


mobility of the whole organism, by which it moves from place 
to place with an insinuation that displaces obstacles. Others do 
not possess this characteristic, and are content to remain 
stationary, and trust to fluid currents generated by the flagella 
to bring food within their reach. Flagellar movements vary in 
intensity in different specimens, but all those from the same host 
are of the same species of motility. The hind-end flagellum, 
always single, sometimes short, sometimes long, can, turn the 
fore-end by a sudden sweep, or can fix the organism as an 
anchor. Aggregations of trichomonads frequently occur. When 
so found they all have their tail-ends together in rosette form, 
with the fore-end flagella in active operation. It is not known 
whether this is the sexual stage of the organism. 


COLOUR. 


It is generally stated that the trichomonad is a colourless 
organism. This is not the case. The majority, if not all species, 
are of a pale Nile-green colour, by which the experienced eye 
can usually spot them before the motility is detected. One hesi- 
tates naturally to classify these organisms as vegetable, but one 
is tempted to assume, by parallelism, that the colouring matter is 
chlorophylor, 

_ DISTRIBUTION. 


Trichomonads have a wide distribution in the animal 
kingdom. The types and forms differ somewhat in different 
animals, but these differences seem to arise more out of soil than 
other cause. They have been found in monkeys, mice, rats, 
pigs, horses, cows, prairie-dogs, and kangaroos. The opossum 
is a common host and the organism seems in the animal to have 
established a mutual benefit society of some obscure nature. 
Dogs and cats harbour them almost constantly in their mouths, 
and Keszler has demonstrated that these can pass over into the 
human species and become pathogenic. They are also found 
in birds and fowls. 

Humans are frequent hosts to the organism, when it may 
exist as a saprophyte without producing apparent tissue or func- 
tional change, but under certain imbalances, it, and its symbiotic 
saprophytes, often become pathogenic. 


SYMBIOSIS. 


The trichomonad has never been grown in pure culture. In 
all its seats it lives in symbiotic mutuality, with all forms of 
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saprophyte anaerobic micro-organisms, which, in themselves, 
may become pathogenic in favourable circumstances. Joseph 
Pritchard has verbally stated that perhaps the trichomonad cannot 
live without this symbiosis, which may either prepare, or be, their 
food. The authors have frequently seen highly refractile cocci 
in the bodies of the trichomonads. 


CHEMICAL REACTIONS. 

Bender’ has shown that trichomonads frequently exist in 
humans as saprophytes, and when the tissue reactions change 
whereby the balance swings in favour of the trichomonad, its 
virulence is heightened, as is also that of its associated organisms. 
The most favourable pH for the trichomonad is 7.0 to 7.6, but 
they will still grow in a fH of 5.5 and exist even in an ion 
concentration of 8.5. It is, therefore, apparent that the best concen- 
tration for the trichomondas is in that which is obtained in inflam- 
matory disease and its exudates. So long as the normal reaction 
is maintained, the trichomonad may be merely parasitic, but it 
quickly asserts itself when favouring circumstances develop. The 
clinical significance of this will be outlined later. 


SYMPTOMS OF TRICHOMONAD INVASION OF THE HUMAN GENERA- 
TIVE ORGANS. 

From that which has gone before, it will be evident that the 
trichomonads may be found in the genitals without any detectable 
signs of disease. It is assumed in these circumstances that a 
mutual balance between host and parasite is struck. When the 
parasite’s virulence is heightened by any cause the outstanding 
sign is leucorrhoea. This may vary in quantity from a slight 
increase of the normal, to a copious purulent discharge, filled with 
bubbles of gas which the sensitive patient can detect when escap- 
ing; often the odour is very offensive. 

The next most common symptom is pruritus of the vulva and 
anus. This may be absent, slight, or so disturbing as to cause 
complete loss of sleep. Especially is this the case in the auburn 
type with delicate tissues. In the acute inflammatory types there 
is burning on micturition. This is external, and is due to the 
acid urine coming into contact with the inflamed vulva. 


PATHOGENECITY. 
Trichomoniasis may be found at all ages. Cases are on record 
as young as 3 years, and as old as 80. The great majority of 
cases are found in the sexual years. 
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In the vast majority of genital cases in the female, the disease 
is confined to the vagina, but it has been known to invade Skene’s 
tubules, the Bartholinian glands, and, in the writer’s experience, 
marked purulent endocervicitis with ectropion has cleared up 
almost completely with the cure of the vaginal trichomoniasis. 

Investigations in St. Mary’s wards and research laboratory 
have given some interesting results. Five years ago a patient 
came a long distance to consult one of the writers concerning an 
incurable leucorrhoea. Trichomonads were found in large 
numbers in the vaginal discharge. This was a revelation to the 
patient who was an unmarried graduate nurse. Treatment cleared 
up the condition at once, but it returned at her next period. 
Repeated treatment gave the same results. The diseased cervix 
was then cauterized without any improvement. She had multiple 
fibroids, and it was thought that the trichomonads might have 
reached the endometrium. She consented to hysterectomy. Total 
hysterectomy and removal of both oedematous tubes and one 
ovary were performed. Recovery was uneventful, and the 
vaginitis cleared up spontaneously. 

A year later a somewhat similar case presented herself, and 
after repeated courses of treatment, reinfection followed. The 
patient was 42 years of age and unmarried. Her cervix was 
acutely inflamed and the uterus was the seat of numerous fibroids. 
In view of the result in the previous case, operation was advised. 
This was performed. Both ovaries were large and cystic and 
panhysterectomy was performed. Cure of the vaginitis was 
prompt and permanent. 

Basing further research upon these cases, the writer admitted 
a patient to St. Mary’s for the cure of a persistent trichomonad 
vaginitis and multiple fibroids. The stage was set to investigate 
the tissues. Upon opening the abdomen, the Fallopian tubes 
were found oedematous and hung down like wet drapes. There 
was a small amount of free fluid in the pouch of Douglas. The 
peritoneum of the pouch was thicker and more opaque than 
normal. The Fallopian tubes were carefully removed and set 
aside for investigation. Total hysterectomy was then performed. 
After operation the Fallopian tubes were opened aseptically from 
the ostium inwardly, and cultures and smears were taken. The 
same was done to the uterus. Trichomonads in colonies were 
found in the tubes, but not in the uterus. Cultures showed only 
anaerobes. One course of treatment after operation effected a 
complete cure. 

Since then, another patient, whose abdomen had to be opened, 
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came under the writer’s care, the same free fluid and thickened 
peritoneum were found, and trichomonads were present in the 
peritoneal fluid. 

In marked contrast to these are two cases of acute pelvic perito- 
nitis in young virgins, reported by Goodall,"* in which very active 
trichomonads in large numbers were found in the vagina, from 
which the copious pus was sucked through the small hymenal 
orifice by a pipette. Upon rupturing the hymen under anaes- 
thesia, after instituting a course of picric and lactic acid treatment, 
and with the use of heat externally, the peritonitis quickly sub- 
sided and the cures were permanent. One of these cases was 
brought to the writer 2 years later to know whether the previous 
disease would prevent childbearing, as the patient contemplated 
marriage. A Rubin test at that time showed both Fallopian tubes 
inordinately patulous, gas going through initially at 30 m.m. of 
Hg., instead of normally at 100 to 120. Eardley Holland, in a 
personal letter when writing about similar cases of inordinate patu- 
lousness of tubes, aptly termed these ‘‘the open corridors.’’ 

Since these two cases three others of acute pelvic peritonitis in 
virgins have come under observation. Singularly enough, all 
these 5 cases cleared up under treatment, which fact, taken in 
conjunction with the persistent cases which came to operation, 
shows that in some cases the vagina is the constant feeder to the 
tubes, while in others, the tubal disease becomes the source of the 
reinfection of the vagina, which is not only intelligible, but logical. 
The pelvic peritonitis was confined to the left side in three cases, 
and though left-sided at first, became bilateral in the other two. 
Trichomonads have been found in the mouth, air passages, lung 
gangrene, pleural exudates, intestines, especially in the large 
bowel and appendix, and cases of cystitis and pyelitis have been 
reported by Lewis and Carroll.’’ They have also been found in 
the urethra and prostate in the male, and must be considered as 
the cause of reinfection in the female. 

The vulvitis of trichomoniasis presents nothing characteristic, 
nor does the vaginitis. It may vary, as in other infections, from 
a slight departure from the normal, to the acutely inflamed, or to 
the strawberry type of inflammation of vagina and portio. The 
endocervicitis and ectropion present nothing that is diagnostic of 
trichomoniasis. 

If trichomoniasis persists in the virgin it may lead to much 
infelicity after marriage, owing to the dyspareunia which it 
causes; and the advent of a trichomoniasis in a married woman 
may be the accompaniment of a severe dyspareunia. Moreover, 
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it is the authors’ experience to find that, though many women 
with trichomoniasis of the genitals become pregnant, a goodly 
percentage may remain sterile for years, to become pregnant as 
soon as a cure is effected. If the inflammation of trichomoniasis 
persists in the vulva for a long time, it may lead to the most 
advanced stages of kraurosis vulvae, which changes, if not too 
profound, disappear or improve rapidly under appropriate treat- 
ment. Several such cases have come under the authors’ care. 

During pregnancy and the puerperium, trichomoniasis takes 
on a new interest. It is almost impossible to cure the condition 
during pregnancy, probably due to the changed vascularity and 
pH during reproduction. ‘Chat it leads to grave changes in the 
cervix during pregnancy has been repeatedly observed, and the 
authors look with some anxiety upon the course of the puer- 
perium. That a larger percentage of these cases have a mild fever 
has been determined, and it has been repeatedly demonstrated 
that episiotomies and perineal tears do not heal as kindly as in 
normal cases. Grave consequences, however, rarely develop 
upon trichomoniasis in the perineum. A few cases are spon- 
taneously cured after delivery; most of them persist and 
inaugurate grave cervical changes of chronic inflammatory nature. 

It is interesting to note that of recent years Riedmiiller,’* 
Witte,’ Kiist,’° and Abelein'’’ have shown that many abortions in 
cattle are due to trichomoniasis, and these organisms have been 
demonstrated in the uterus, and in the organs of dead foetiis, and 
pyometra in cattle frequently finds its causation in trichomonad 
invasion of the uterus. 

Bender states that he has been able to demonstrate 
trichomonads in the nose and trachea of spontaneously born 
foettis, in which, he states, the trichomonads could not have 
entered during the quick passage through the vagina. He claims 
that the result is-due to invasion of the amniotic fluid, and from 
thence to the child im utero. And, he adds, “‘if this is the case in 
a cow, why not in humans?” He states that Abelein found active 
trichomonads in 95 per cent of cases of pyometra in cattle, and 
that he himself found active trichomonads in pus taken without 
contamination from a case of pyometra in a woman of 70 years 
of age. 


DIFFERENTIAL DIAGNOSIS. 


Trichomoniasis must be differentiated from gonorrhoea. The 
vulval and vaginal signs may be much alike. Pus in Skene’s 
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tubules, maculae about the Bartholinian ducts, diffuse, even 
granular, vaginitis may cause the two diseases to be confused. 
Pruritus is rare in gonorrhoea, but is common in trichomoniasis. 
The absence of appendage disease is the rule in trichomoniasis, 
whereas it is commonly present in gonorrhoea. Until a few years 
ago, practically all cases of trichomoniasis were gonorrhoeal 
suspects. The finding of the organism establishes the diagnosis. 
Gonorrhoea and trichomoniasis may co-exist. The one disease 
does not appreciably affect the course of the other. 


How To FIND THE ORGANISM Most EASILY. 


With a bivalve speculum, pus from the posterior cul-de-sac 
can be easily collected in the lower valve. One drop of this on 


a warm glass slide, covered by a cover slip pressed down tightly _ 


so as to make the specimen as thin as possible, is all that is 
necessary. Magnified about 70 times, this specimen will reveal 
the pale green organisms, and their motility is first seen by the 
movements imparted to the surrounding leucocytes. One of 
several varieties may be seen but, usually, only the one in each 
specimen, except for degenerating types. 


TREATMENT. 


In most instances in which the trichomonads produce mild 
symptoms and indefinite signs, the organisms and their allied 
anaerobes have a precarious hold upon the host and almost any 
form of cleansing douches will restore a normal hygiene and 
reduce the organism to a quiescent state of parasitism,in which 
state it probably existed before symptoms developed, owing to 
changes unfavourable to the host, but favourable to the organism. 
In many instances in the writer’s experience these changes were 
due to some endocrine imbalance, blood dyscrasia, abnormal 
blood-sugar or some debilitating cause, and local treatment did 
not prove of any avail until the general abnormality was 
corrected, when an immediate recession of the organismal activity 
was noticeabie. The specific treatment, advocated by the writer 
as outlined in the Lancet'* and the Canadian Medical Association 
Journal,” is still looked upon as specific to the trichomonads, but 
our knowledge of the properties of the trichomonads has increased 
so widely since then, that we realize that many recurrences after 
treatment are due to reinfections from localities to which the 
treatment cannot have access, such as the uterus, Fallopian tubes, 
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peritoneum, Bartholinian glands, male urethra and prostate, 
cystitis, and pyelitis. 

Other forms of treatment will cure a large percentage of cases 
but, no matter what the treatment, if the disease cannot be 
destroyed at its source, the improvement of the local vaginal 
disease cannot but be temporary. 


It is unfortunate, but a very small percentage of patients is 
susceptible to picric acid allergy. In the majority, the manifesta- 
tion is slight and ceases promptly with the arrest of the treatment. 
But in one recent case the patient developed a diffuse swelling 
and erythema of the body and suffered untold agony of pruritus, 
until she had shed a whole layer of skin, as in major scarlet fever. 
This patient was allergic to many other things, but this was not 
learned until too late. In the picric cone treatment patients should 
be counselled to lie supine, so that the vaginal vault remains filled 
with the antiseptic solution. If a patient lies prone, the liquified 
cone merely trickles out of the vulva without reaching all parts 
of the lower genitals. 


Husbands of women, suffering from trichomoniasis, should be 
sent to a competent urologist, who is cognizant of the pathology 
and diagnosis of trichomoniasis in the male. One recent patient 
of the authors had trichomonad infection of her nose, mouth, 
intestine, vagina, and-probably of the Fallopian tubes and uterus; 
and her husband had the infection in his prostate. Complete 
cure was not effected. 


Recently at St. Mary’s hospital the short-wave treatment of 
the pelvis in suspected infection of the upper genitals has seemed 
effective, but the cases so far have been too few and of too short 
duration to warrant anything dogmatic. The rationale of this 
treatment lies in the knowledge that the temperature range of the 
trichomonad is very limited. They cannot withstand a rise of 
three or four degrees above normal, nor a temperature of 34 
degrees of cold: and it is possible to raise the local temperature 
two to three degrees by the short wave. Recurrences are common 
after a menstrual period. Treatment during pregnancy is not 
efficacious, as regards prospect of a cure, but at least it keeps 
the patient free from pruritus while treatment is in progress. 
Lactic acid douches alone, under low pressure, usually suffice to 
give complete comfort, though the treatment has to be persisted in. 

In a few instances it is possible to eliminate the trichomonads 
from the lower genital tract, but there may remain a persistently 
reddened vaginitis, due to the anaerobes having entered the 
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tissues and obtained a foothold. Though, fortunately, the 
symbiotic anaerobes, in the majority of cases, are of very low- 
grade pathogenecity, it does not necessarily follow that such is 
always the case. In favourable circumstances they may become 
tenacious and troublesome. 

Dyspareunia, in a recently married woman, may be of 
trichomonad origin, the infection having antedated the marriage, 
causing the introitus to be supersensitive. Treatment in such 
circumstances is usually successful, and always produces two 
grateful persons. When after persistent and prolonged unsuccess- 
ful treatment, in a patient sensitive to the infection, when the 
husband has been proved to be free, and when there is other 
cause for major operative interference, hysterectomy, and 
salpingectomy will frequently bring about a spontaneous or rapid 
cure after a final post-operative course of treatment. 
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The Aetiology of Pregnancy Toxaemia 


BY 


R. W. NicHot, M.R.C.S. (Eng.), L.R.C.P. (Lond.). 
Obstetric and Gynaecological Registrar, Royal Northern Hospital. 


IN a recent pronouncement on the prevention of eclampsia 
K. De Snoo,' of Utrecht, has brought forward some observations 
to support his ‘‘firm belief that there can be no longer any doubt 
that salt is the culprit, and that it is to blame not merely for the 
eclampsia, but partly for the toxaemia.”’ 

Among his evidence are ‘‘items’’ which fit in well with 
“‘items’’ contributed by other workers and help in the construc- 
tion of a pattern which is assuming quite a symmetry. 

I venture to outline a sketch of this pattern, imperfect though 
it be, in the hope that perhaps others with more opportunity may 
think it worth while to examine its possibilities. 

In the course of his paper De Snoo states that he “‘considers 
that vascular cramp may arise gradually, without convulsions, 
as a direct reaction to the pregnancy,’’ and he also stated that 
among observations resulting from a study of 136 cases ‘‘the 
eclamptic convulsions are directly dependent upon the blood- 
pressure, in that we are able by artificially lowering the blood- 
pressure to lengthen the interval between the attacks, or to avoid 
the attacks entirely.”’ 

He also states that ‘‘the birth of the child has a favourable 
effect only if a severe after-bleeding follows, with an appreciable 
lowering of blood-pressure.”’ 

The purport of his paper is to bring forward his claim that by 
elimination of salt in every possible way from the diet of his 
patients either eclamptic, or showing evidence of impending 
eclampsia, he can control or altogether prevent the incidence 
of the fits. 

He puts forward evidence of the success of his method, and 
undoubtedly has obtained very striking results by diminishing 
the salt intake of his patients. But it is the ‘‘why and wherefore’’ 
of the results of his work that are so attractive. 
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I will quote part of the last paragraph of his very interesting 
paper: ‘‘We have confidence,’ he says, ‘‘that the figure for 
eclampsia may still be reduced, and this will be due in a large 
measure to our blood-pressure control which hardly ever fails to 
give timely warning .. .”’ 

These extracts from his communication are in line with the 
paper by Addis* in which he concludes that ‘‘there is one single 


pathogenic factor underlying and uniting all the manifestations — 


of eclampsia, namely angiospasm,’’ and coincide with some 
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observations of my own of the blood-pressure in typical cases of 
pre-eclampsia made in a study of many of these cases while an 
Assistant Medical Officer in St. Giles’ Hospital L.C.C. in 1936. 
Diagrams illustrating two typical cases are shown. The first 
(Fig. 1) illustrates the kind of case which is so well known: 
O11 
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Mrs. G.C., a previously healthy woman, without demonstrable 
renal lesion developed the pathological signs of pre-eclampsia in 
her first pregnancy. She ceased menstruating on November 2nd. 
1935, and first attended our antenatal clinic on April 23rd, when 
she was found to have a blood-pressure 160/110; albumin, 
oedema, and other signs were absent. On April 29th the blood- 
pressure was 182/108 without any other signs. She declined to 
come into hospital, refusing admission because she felt so well, 
until May 7th. A chart is shown from that date which indicates 
very clearly the premonitory sign of a rising blood-pressure 
which, in spite of routine attempts to control, shows a crescendo 
heralding the entrance of renal failure. After a fortnight of un- 
altering albuminuria, during which time the blood-pressure con- 
tinued to rise slowly, there is an exacerbation of both signs, as is 
shown on her chart, and her condition deteriorated until July oth. 
From then till July 2oth there was a slight fall in blood-pressure 
with a considerable reduction in the amount of albumin in her 
urine. Throughout her illness she did not have, practically, 
any oedema. 

On July oth a foetal heart was heard, on July 17th foetal 
heart-sounds were not found—it appears that the death of the 
foetus procured some amelioration of her condition. On July 
20th labour began spontaneously and she was delivered of a 
3-pound macerated infant some 3 weeks before term, with a loss 
of 6 ounces of blood. The immediate improvement following 
delivery is typical. 

Unfortunately for the completeness of our relevant observa- 
tions an accurate daily report of the volume of urine passed was 
not kept, but a post-partum record is shown, revealing the diuresis. 

The second case quoted does indicate the relation of volume 
of urine secreted to the blood-pressure and quantity of albumin 
in the urine. Oedema was a very prominent symptom of 
her illness. 

This patient, Mrs. C.B., primigravida, aged 25 years, was ad- 
mitted to hospital on August 15th suffering from pre-eclampsia. 
She had not had any noteworthy past illnesses, and last men- 
struated on October 26th, 1935. Her antenatal record was 
normal on July 18th—blood-pressure 130/75, and no albumin. 
On August tst, blood-pressure 160/90, no albumin. On August 
15th a cloud of albumin was first found, with some oedema of 
legs and feet; blood-pressure 165/95, and she came into hospital 
apparently a fortnight overdue. Twenty-four hours later she was 
given quinine dihydrochloride nig castor oil, and in a few hours 
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Uroselectan pyclogram at thirty-ninth week of pregnancy. ‘The 
patient had marked hyperpiesia. Note the contracted, or undilated, 
ureters and renal pelves. 
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Uroselectan pyelogram of a normal pregnancy. The patient was 

perfectly well throughout pregnancy and puerperium. Urine 

sterile. Observe the amount of dilatation of the renal pelvis, 
which is usual. 
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labour started. The foetal heart was reported at the onset of 
labour but noticed to have ceased soon afterwards. She delivered 
herself after 6 hours of a r0-pound child, stillborn but not macer- 
ated, with a loss of 30 ounces of blood from the uterus. 

This is not the place for comment on any obvious mismanage- 
ment of the antenatal care of these two cases. Both illustrate the 
points to which attention is being drawn. 

(1) The typical prodromal rise of blood-pressure. 

(2) The subsequent occurrence and increase of albuminuria 
together with a diminishing volume of urine secreted. 

(3) The great fall of blood-pressure which followed the birth of 
the child, and the coincident free diuresis. 

The different amounts of blood lost during parturition and the 
immediate post-partum falls of blood-pressure in these two cases 
support De Snoo’s observation on the effect of the volume of 
haemorrhage at the birth on the prognosis of the eclamptic. 

A series of these cases induced me to look for any references 
of work done associating the oxytocic, vaso-pressor, and anti- 
diuretic principles in extracts of the pars posterior of the pituitary 
gland with these signs of pregnancy toxaemia, for the association 
of ideas was inescapable. 

Anselmindo, Hoffman, and Kennedy’ in 1932 put forward a 
theory that in cases of toxaemia of pregnancy there is an excess 
of posterior pituitary hormone, and they drew attention to the 
fact that in these toxaemic patients they had noted a lack of the 
normal dilatation and loss of tone of their ureters and renal pelves. 

Baird,* in 1933, reported that the normal dilatation of the 
ureters during pregnancy was consistently very slight in patients 
with any degree of toxaemia. 

Two uroselectan pyelograms selected from my own series of 
cases are shown illustrating this important point, namely plain 
muscle hypertonus of pre-eclampsia. 

Cushing,* in 1934, reported that he had found that there was 
an invasion of basophilic cells from the pars intermedia into the 
pars posterior of the pituitary gland in patients who had died of 
eclampsia, and he concluded that therein lay a histo-pathological 
basis for eclampsia. 

Dieckmann and Michel,*® in 1937, showed in a series of ex- 
periments that following the injection of a small dose of pituitrin 
subcutaneously in normal pregnant women there was an average 
rise of blood-pressure of 1r mm. Hg., whereas in women with 
pre-eclampsia the average rise of blood-pressure after the same 
dose of pituitrin was 51 mm. Hg., and they further contrast 
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these findings with the average rise of 7.7 mm. Hg. following 
the same dose of pituitrin in cases of pregnancy with nephritis ! 

These significant findings are very similar to those made by 
Schockhaert and Lambillon.’ 

Newton* quotes Parkes in 1930, Robson in 1933, and Marrian 
and Newton in 1935, as having shown that uterine muscle is more 
sensitive to an oxytocic after oestrin injections than previously, 
in contradiction to Bourne’ who in 1934 denied that oestrin had 
any stimulating effect on the uterus in attempts to induce labour. 

In 1937, Jeffcoate’® reported that he had successfully treated 
cases of uterine inertia with oestrogenic hormones. In cases of 
missed abortion and intra-uterine death ot the foetus, when ordi- 
nary methods of medicinal induction had failed, he found that 
the continuous administration of oestradiol benzoate increased 
the uterine activity to such an extent that if spontaneous evacua- 
tion did not take place the uterine contents were at once expelled 
on the exhibition of oxytocic drugs. 

Byrom," in 1938, has reported experiments on young rats of 
both sexes in which the administration of oestrogenic hormones 
(oily solution of oestrone, and oily solution of oestradiol benzoate) 
greatly increased their sensitiveness to subsequent injections of 
vasopressin (Pitressin, P.D, & Co.) as indicated by comparing 
the damage found in the kidneys with the kidneys of rats in a 
control series not so sensitized before being given the same dosage 
of pitressin. 

These ‘‘items’’ of scientific research work are pointing in the 
same direction. 

They suggest that the prodromal rise in the blood-pressure of 
patients with pre-eclampsia may be associated with an over- 
sensitization of the patient to the post-pituitary hormones by an 
abnormal increase of, or hyper-activity of the oestrogenic sub- 
stances in the circulation, and they suggest that this departure 
from the normal balance of the various endocrine substances 
active during pregnancy is the cause of the disharmony which 
sometimes ends in the discord called eclampsia. 

It is known that eclampsia is approximately six times more 
frequent in cases of twin pregnancy than in single pregnancies, 
and that it is four or five times more frequent in cases com- 
plicated by hydramnios. Also that cases of severe pre-eclampsia 
occur with hydatidiform mole (Stander’’). 

The placenta has been shown to contain large amounts of 
estrogenic substances, oestrone and oestradiol, and these sterols 
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are found in the amniotic fluid, the foetal membranes, and the 
umbilical cord; but they are not found in extracts of foetus. 

Soule’* reports his conclusions from his work on the presence 
of oestrogenic hormones in maternal and foetal circulation. He 
finds that the concentration of these hormones is the same in the 
two circulations, and remarks that the presence of oestrogenic hor- 
mones in marked concentration in the foetal circulation is consis- 
tent with the enlargement of breasts, and the bloody vaginal 
discharge clinically observed in some newborn infants. 

This is yet another ‘“‘item’’ which will fit into the outline of 
our pattern. 

Oestrone is present in the blood of the non-pregnant woman, 
in greatest amount about the first day of menstruation, and in 
larger amounts in menstrual blood. (Frank). 

Zondek** has shown that oestrone is present in large amounts 
in the blood during pregnancy. He gives the following figures 
to indicate the total oestrogenic activity in various materials he 
examined: follicular liquid, 4,000 mouse units per litre; corpus 
luteum, 4,000 to 5,000 mouse units per kilogram; and placenta, 
10,000 mouse units per kilogram. 

Stander and Kuder,'® in their paper on ‘‘Low Reserve 
Kidney,’’ state that this condition appears only in the last month 
or two of pregnancy, and reveals itself by mild hypertension and 
albuminuria and sometimes slight oedema. 

In the summary of their most recent work they state that this 
low reserve kidney appears to be an entity distinct from any 
known nephritides and they deny that this condition seems to 
fall into the category of a mild pre-eclampsia, but they do admit 
the conclusion that ‘‘it cannot be clearly shown that it is not a 
very mild form of pre-eclampsia.’’ 

They sum up against the assumption of a general condition 
such as hypertensive disease, or a general vascular disease of 
whatever origin, nervous, familial, sclerotic, chemical or hor- 
monal as explaining this group of low reserve kidney patients 
because they say that in such an event there should be a return 
or continuation of the signs in all subsequent pregnancies, and 
they found that 63.6 per cent of their large series of cases did 
not show any such signs. 

A logical inference from this thesis is that Stander and Kuder 
are wrong in their reading of the evidence, for the results of their 
very valuable research clearly indicate that the affection which 
they have named ‘“‘low reserve kidney’’ is in fact precisely what 
should be recognized as a mild form of pre-eclampsia. 
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The evidence they place at our disposal again fits in very well 
with the trend of the argument, for if the origin of the disturb- 
ance is due to the advancing development of the ovum it would 
be expected to disappear with the departure of the unsatisfactory 
‘guest’ and there is not any cause to assume that the next ‘guest’ 
will prove equally refractory; it may, or it may not! 

The research work of Smith and Smith,’’ reported that the 
placentae of toxaemic and eclamptic patients contain excessive 
amounts of prolan and tend towards low levels of oestrin, as 
compared with the placentae of normal pregnancies. This ‘‘item’’ 
appears to be out of place in our pattern as forming from the 
other pieces picked out of the puzzle, and until further insight 
into the chemistry of the hormones has been obtained must 
remain so. 

For comparison see Bourne’s’ contradictory evidence on 
oestrin sensitization in 1934. 

Newton* puts the state of our knowledge thus: ‘‘Facts are 
accumulating about the secretion of hormones and the condition 
of the endocrine organs during pregnancy, but these have not 
yet been co-ordinated into any system worthy of being dignified 
by the adjective physiological.”’ 

He tells us that oestrin in woman is excreted in the urine in 
increasing quantities up to the time of parturition, after which it 
disappears abruptly, and that oestrin is demonstrable in the 
blood during pregnancy in quantities greater than those obtained 
at any other time. 

Does this indicate a vicious circle in these toxaemias? A 
rapid increase in blood-pressure, or at any rate of capillary tonus, 
damages the renal tissues, as shown by Byrom’s recent work, 
and there is a great diminution in urine excreted; these two 
factors greatly reduce the excretion of oestrogenic substances and 
promote their abnormal retention in the blood-stream, and the 
increased oestrin sensitization rapidly rises by a sort of arith- 
metical progression. 

Newton states that removal of the ovaries of a pregnant 
woman does not stop the excretion of oestrin and that placental 
extracts have oestrogenic properties. 

Lepper, Pratt, Pratt, and Vaux'* report finding oestrin in 
follicular cysts of the ovary, and that these were the only type 
of cystic ovary which did yield this substance; they note that 
pain and swelling of the breasts before menstruation were found 
more often in patients with follicular cysts of the ovaries than in 
those suffering from other types of benign ovarian tumours. Is 
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this more evidence of sensitization by oestrin to pituitary 
hormones ? 

The danger of not being able to see the wood for the trees is 
great; the unwillingness of the scientific mind to accept anything 
which may increase our knowledge until fully proven and all the 
‘ifs’ and ‘ ands’ disposed of is proper, therefore progress must 
be slow, yet are not these indeed shadows of things to come ? 

August Krogh,*® in his Silliman memorial lectures, quoted 
his experiments investigating the effect of the perfusion of brown 
frogs’ hind legs with Ringer’s solution plus washed red blood- 
corpuscles from the ox, plus very weak dilutions of commercial 
extract of post-pituitary substance (pituitrin, Parke, Davis & Co.) 
and showed by controls that this hormone has the power of caus- 
ing capillaries to contract. He also stated that experiments indi- 
cated that this substance contained a principle which acted on 
the capillaries in contrast with the action of adrenalin which 
affected the arterioles. In his laboratories Carrie*’ in 1922 showed 
that pituitrin had the same action on the capillaries in human 
skin without affecting the arterioles. Heimberger*’ in 1925 con- 
firmed these observations, but when using stronger solutions of 
pituitrin he obtained contraction of the arterioles as well. Sack’s” 
important work (1924) is quoted by Krogh in which it is shown 
that the blood-pressure is very slightly, if at all, raised by the 
small doses he employed to demonstrate capillary spasm in 
human skin. 

- These ‘‘items’’ contribute towards the construction of our 
pattern and may throw a little light on the occasional absence of 
any hyperpiesia in cases of eclampsia. 

Eden’s analysis in 1922*° of 2,005 cases of eclampsia showed 
that in some 15 per cent of all cases the usual premonitory symp- 
toms were lacking, but this is not a high figure when spread over 
a large number of different workers’ antenatal records in dealing 
with a disease the very name of which indicates the suddenness 
of its onset. 

In the same monograph Krogh tells us of Vimtrup’s** work 
under his direction in which very definite evidence of the exist- 
ence of muscle-cells in the capillary walls was rediscovered. 
These cells were called Rouget cells after their original discoverer 
(1873): they are arranged in a wide meshed network around an 
inner endothelial tube, leaving the larger part of its surface un- 
covered and so adapted for the passage of substances with a 
minimum resistance. The cells contain fine fibrils which consti- 
tute the contractile element proper, and have a definite tonus, 
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subject in the organism to nervous, hormonal, and other in- 
fluences. Vimtrup*““ in his investigation of renal structure (1928) 
recorded these findings: 


Average number of glomeruli in each human kidney= 
1,000,000. 

Average number of capillary loops in each glomerulus = about 
50. 

Average length of each capillary loop=2 to 3 times the 
diameter of a glomerulus. 

Which gave a total length of capillary tube—25 millimetres 
per glomerulus. 

Resulting in estimated length of total capillary of entire 
kidney—25 kilometres | 


_Though well known I emphasize this ‘‘item’’ of knowledge as 
having some importance to our pattern, especially when con- 
sidered in conjunction with Krogh’s account of the special struc- 
ture of the renal and hepatic capillaries, for he states that the 
“capillary loops of the glomeruli appear not to have any sup- 
porting Rouget cells, and that there is a sharp demarcation be- 
tween the muscular arteriole and the glomerular capillary, the 
distinctive feature of which is the large extent of free endothelial 
surface in proportion to the area covered by the contractile 
elements.”’ Baird and Dunn* 1933, in their valuable research 
on the renal lesions of women dying from eclampsia state that 
the damage is glomerular, which is precisely what we should 
expect if our thesis is sound. 

Of the liver capillaries Krogh states ‘‘Rouget cells have not 
been observed’’, and he refers to a remarkable feature in the 
structure of the hepatic capillaries, ‘‘the canaliculi inside the liver 
cells’’, which according to several workers (Brovicz 1899. 
Schafer 1902, Herring and Simpson 1906) communicate directly 
with the lumina of the capillaries ! 

The absence of any supporting musculature for the capillaries 
of these two organs is significant: it would seem to render them 
especially liable to strain by pressure due to hypertonus of the 
rest of the capillary network reducing the total available space 
inside the vascular system for the volume of blood in circulation. 
This view is supported by the recent work of Byrom and by 
Baird and Dunn. 

As Addis, in the paper already referred to, points out, the 
hepatic lesion of eclampsia is periportal and is confined to the part 
of the lobule supplied by the hepatic arteries. If the necrosis was 

618 


THE AETIOLOGY OF PREGNANCY TOXAEMIA 


due to some noxa carried thither by the blood-stream it should 
be central. 

The peripheral necrosis of the hepatic lobule is characteristic of 
eclampsia, and so far as is known at present does not occur in 
any other disease. It is the jesion we should expect if our hypo- 
thesis is correct. 

In an important paper Grace Jones** records ophthalmoscopic 
examinations of 144 cases of “‘hypertensive pregnancy’’: she 
states that apart from spasm of the arterioles, swelling of the 
disc is the first change to be observed in a very large number of 
her cases and that frequently very early changes of the disc and 
of the retina were noted. The swelling of the disc, she says, is 
largely due to oedema, is accompanied by a similar swelling of 
the retina, and in some cases these changes progressed and 
haemorrhages and exudate had occurred. 

Perhaps her most interesting observation, relevant to our sub- 
ject, is that she reports that ‘‘although most careful efforts were 
made to recognize spasm and tonic contraction of the arterioles 
this was seen in only six cases’’. She relies upon the signs of 
oedema, exudate, and haemorrhage for the purposes of her 
thesis. 

If the lesions of a pregnancy toxaemia are primarily the result 
of a capillary hypertonus rather than arteriolar, as reference to 
Krogh’s work seems to.indicate, we have in this failure to observe 
any arteriolar spasm in the majority of cases another ‘‘item”’ 
which fits into our pattern. 

The same worker reports that of 19 cases of eclampsia 5 had a 
normal retina, and the remaining 14 all showed evidence of 
vascular strain, a proportion of some 25 per cent without these 
physical signs which affords interesting comparison with Eden’s 
15 per cent in his large series which appeared to have had no 
premonitory signs of any description. 

Jones found that there was an average of 13 days of toxic 
symptoms before any changes could be found in the retina, a 
latent period which is noteworthy. 

Duke Elder’’ indicates that there are reasons to suppose that 
the capillary pressure in the eye is normally higher in proportion 
than in any other organ in a state of rest. The same authority 
compares the very high permeability of the hepatic capillaries with 
the notable impermeability of the eye capillaries. Such con- 
siderations allow an assumption that the walls of the eye capil- 
laries are more endowed with Rouget cells than elsewhere. 

The conclusion arrived at in view of this knowledge is that 
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one would expect that evidence of physical changes in the eye 
would be among the later signs of toxaemia of pregnancy, which 
is borne out by Jones’s 13 days latent period after other signs 
have occurred. 

Cummings” studied the weights of 1,000 women in the latter 
months of pregnancy and concluded that a fairly sudden gain 
of more than 5 pounds in a two-week period could only be ex- 
plained by retention of fluid in the tissues of the body, and he 
stated that this was probably the earliest sign of an approaching 
toxaemia of pregnancy. The work of others indicates that 
this undue gain of weight is highly suggestive of a subsequent 
pre-eclampsia but that it is by no means pathognomonic. 
Browne” says that pre-eclampsia may set in without any pre- 
ceding warning of increased weight. 

A marked and increasing oedema is generally considered to 
be a favourable sign in assessing the prognosis of a case of pre- 
eclampsia. This suggests that the individual, by finding room in 
the tissues for the accumulating fluids prevents too great a strain 
being thrown upon the unsupported renal and hepatic capillaries 
by an abnormal increase of blood-volume within a contracting 
vascular system. 

Whether the eclamptic seizure is caused by a simple cerebral 
oedema as was suggested by Zangermeister*’ in 1915 or is the 
result of a toxaemia brought about by failure of hepatic and renal 
function remains to be disclosed. 

Allusion to the chemical similarity of the composition of the 
sterol group of sex hormones may be excusable. Perhaps there 
will soon be shown some common factor linking them up with the 
digitalis group of sterols, digitoxegenin and strophanthidin, and 
the well-known but ill-understood action of these substances upon 
the rhythm and power of contraction of cardiac muscle. 

To conclude, it would seem that there is considerable evidence 
in support of the theory that toxaemia of pregnancy is the 
result of hypertonus of the capillary vessels brought about by 
an increased sensitization to hormones of the pituitary gland, 
due to some over-activity or increase in the amount of the oestro- 
genic hormones in the blood-stream, and the rapid improvement 
which follows emptying of the uterus supports the view that the 
placenta may be the primary source of this imbalance. 


I have to thank the Medical Officer of Health, London, for 
permission to quote the two cases. 
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The Causes of Foetal Death in Ceylon 
STUDY OF A THOUSAND CONSECUTIVE CASES OF STILLBIRTH 


BY 


G. A. W. WICKRAMASURIYA, 
F.R.C.P., F.R.C.S. (Edin.), M.C.O.G., 


Visiting Obstetrician, De Soysa Lying-in Home, Colombo. 


THE considerations which suggested an investigation into this 
subject were: Firstly, the heavy incidence of stillbirth in Ceylon. 
Secondly, the fact that aetiological factors responsible for the 
causation of foetal death in the tropics are in a good many 
instances quite different from those generally encountered in 
temperate countries such as Great Britain. Thus, for instance, 
malaria, ankylostomiasis, avitaminosis, and the anaemias, 
factors of great importance in the tropics, can be said to be prac- 
tically non-existent in Great Britain. For this reason, existing 
literature, based on experiences and observations in temperate 
lands, does not throw much light on tropical conditions affecting 
foetal life. Thirdly, the important problem of prophylaxis of 
foetal death cannot be rationally considered in the absence of a 
complete and thorough knowledge of the causative factors con- 
cerned and their exact modus operandi. This investigation also 
indicates lines on which the scientific application of rational pro- 
phylaxis and therapy can be based. Lastly, it enables one to 
assess the relative importance of the manifold aetiological factors 
operating in Ceylon, which would be of general interest. 

For the purpose of this study 1,000 consecutive cases of still- 
birth occurring at the De Soysa Lying-in Home were carefully 
investigated. 

A complete medical examination was made, so far as possible, 
of every mother, including routine Wassermann, examination of 
blood, faeces, urine, and daily blood-pressure estimations. Renal- 
function tests, such as blood-urea estimations, urea concentration 
and specific gravity tests were also carried out when indicated. 
The placenta was also subjected to a very careful scrutiny in 
every case. Only in a few cases, in which the cause of foetal 
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death was quite obvious, as in craniotomy due to obstructed 
labour or uncomplicated eclampsia, was the Wassermann test 
occasionally omitted. Post-mortem examination of foetiis was 
possible only in special cases. As, however, “‘primary foetal 
states as causes of death are rare, for the foetus leads a parasitic 
existence and so long as the mother and placenta are healthy, it 
seldom comes to any harm’’ (Eden and Holland’), the failure to 
do routine post-mortem examination of the foetus does not de- 
tract much from the value of the investigation. | 

The results are tabulated under the headings, Maternal States, 
Complications of Labour, Foetal States, Placental States, and 
Cause Obscure (see Table IV). 


THE INCIDENCE OF STILLBIRTH IN CEYLON. 


In Ceylon, stillbirths are registered only in urban areas. In 
rural areas, where the incidence is very high, as a result of 
endemic diseases like malaria and ankylostomiasis with concomi- 
tant malnutrition, stillbirths are not registered. It is, therefore, 
impossible to compute with any degree of accuracy the total loss 
of life from this source. But there cannot be any doubt that it is 
appallingly high. Tables I, II and III below convey some idea 
of the prevalence of stillbirth in Ceylon generally. 


TABLE I. 


Incidence of stillbirth at the De Soysa Lying-in Home 
during the years 1933-37- 


Number of Number of Rate per 1,000 
Year stillbirths live births live births 
1933, +++ 390 4,135 94-3 


(Average for the five years: 99.1 per 1,000 live births.) 


The above figures perhaps convey an exaggerated idea of the 
true incidence of stillbirth in the country generally, being derived, 
as they are, from a selected group largely made up of compli- 
cated cases seeking hospital treatment, but there can be little 
doubt that in some of the bad rural areas, where the stillbirths 
are not registered, the stillbirth rate would very nearly approxi- 
mate to the above-mentioned figure. 
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TABLE II. 


Incidence of stillbirth in the City of Colombo during 
the years 1931-37. 


Number of Number of Rate per 1,000 
Year stillbirths live births live births 
1033 BB 9,585 65.9 
TOSS 10,134 70.3 
BF 12,082 56.8 


Taste III. 


Incidence of stillbirth in all urban areas together. 
(Proclaimed towns.) 


Number of Number of Rate per 1,000 
Year stillbirths live births live births 
TOS4. 25,620 85.0 
T9350 26,088 83.0 


Ass. 31,234 72.0 


(Average for the years 1931-37: 77.0 per 1,000 live births.) 


It would thus appear that the stillbirth rate in Ceylon is 
roughly 2} to 3 times that in Great Britain, the notified dead- 
birth-rate in the latter country being in the neighbourhood of 30 
per 1,000 live births (Eden and Holland, 1931). 


AETIOLOGICAL FACTORS OF IMPORTANCE IN CEYLON. 


Reference to Table IV reveals the following facts : 

That 669 or 66.9 per cent of the stillbirths were due to mater- 
nal states; 205 or 20.5 per cent were due to complications of 
labour; 57 or 5.7 per cent were due to foetal states; 8 or 0.8 per 
cent were due to placental states. In 61 or 6.1 per cent the cause 
of foetal death was obscure. The table also shows the over- 
whelming preponderance of ankylostomiasis and malaria as aetio- 
logical factors. Ankylostomiasis constitutes the most important 
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TABLE IV. 


Statement showing the causes of foetal death in a thousand 
consecutive cases of stillbirth at the De Soysa Lying-in Home, 
Colombo. 


A.—MATERNAL STATES, 669. 


Number of Percentage of 


Causes deaths total 
Ankylostomiasis ...  ... 0... 325 32.5 
Pre-eclampsia 53 5-3 
Accidental .. 28 2.8 
Malnutrition and anaemia__...._.... 10 1.0 
Pneumonia 5 0.5 
Chronic nephritis .. 3 0.3 
Pyelitis ... I 0.1 
Pernicious anaemia of pregnancy - I 0.1 
Multiple fibroids I 0.1 
Influenza I 0.1 

B.—CoMPLICATIONS OF LABOUR, 205. 

Prolonged labour in vertex presenta- 

tions aes 68 6.8 
Breech presentations 33 33 
Placenta praevia... . 40 4.0 
Primary prolapse of ambilical cond. 29 2.9 
Shoulder presentations ... II 
Face presentations 5 0.5 
Contracted pelvis... ... 9 0.9 
of umbilical cord foetus 10 1.0 

STATES, 57. 

Tee. «. 20 2.0 
Anencephalic monater 9 0.9 
Hydrocephalus 8 0.8 
Foetus papyraceus ... ten ae 4 0.4 
Meningocele 3 0.3 
Postmaturity 5 0.5 
Hydramnios : 4 0.4 
Full-time ectopic ‘(secondary 

abdominal. pregnancy) I 0.1 
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TaBLeE IV (continued). 
D.—PLACENTAL STATES, 8 


Number of Percentage of 


Causes deaths total 

Excessive infarctions and _retro- 
placental clots ... 5 0.5 
Unduly small placenta... 3 0.3 
E.—CAUSE OBSCURE, 61 6.1 


single factor in the aetiology of stillbirth, accounting, as it does, 
for 325 or 32.5 per cent of the total stillbirths, or 48.6 per cent 
of the stillbirths resulting from maternal states. Also, ankylos- 
tomiasis and malaria together account for as many as 457 foetal 
deaths, or 68.3 per cent of the stillbirths resulting from maternal 
disease. 


ANKYLOSTOMIASIS AS A FACTOR IN STILLBIRTH. 


Abortions and neo-natal deaths are excluded from this study. 

Of the 325 stillbirths from this cause, 130 were macerated 
foettis and 195 fresh. 

The 325 cases of ankylostomiasis lend themeslves to classi- 
fication under the following 4 clinical groups : 


Group 1. Anaemia (of Ankylostomiasis) with Pregnancy. 


This group comprised 77 of 325 or 23.7 per cent of cases, 
and was characterized by a more or less advanced anaemia, the 
haemoglobin being in many cases as low as 30 to 40 per cent. 
Many patients also had oedema, but this was not a marked 
feature. Albuminuria and hypertension were absent. In the 
more advanced anaemias, however, the concentrating power of 
the kidneys appeared impaired as shown by urea concentration 
and specific gravity tests. In many cases the placenta also showed 
evidence of disease, such as infarctions and retroplacental clots. 
In others the placenta was unduly small. The primary factor in 
foetal death in this group was the pre-existing maternal anaemia. 
The defective renal function and placental insufficiency are 
secondary states consequent on the maternal anaemia. 


Group 2. Ankylostomiasis with Pre-eclampsia. 


This group comprised 124 cases of 325 or 38.1 per cent. Albu- 
minuria, varying degrees of hypertension, oedema and impaired 
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renal function were the special features in this group. Placental 
disease was also almost invariable. A toxaemic factor was 
definitely in evidence in addition to the advanced anaemia of 
ankylostomiasis. Macerated foetiis were very common in this 
group. Toxaemia, defective renal function, and placental disease 
are clearly secondary or consequent states. The latter form a 
combination of pathological states markedly lethal to the foetus. 


Group 3. Ankylostomiasis with Accidental Haemorrhage. 

This group comprised 91 cases of 325 or 28.2 per cent. The 
haemorrhage was often associated with large retroplacental 
haematomata and definite placental disease. The clinical features 
in this group are similar to those in Group 2. A greater degree of 
anaemia and increased liability to death of mother from post- 
partum shock and collapse are added features. Macerated foetis, 
too, are common. 


Group 4. Ankylostomiasis with Eclampsia. 

This group comprised 33 of 325 or 10 per cent. The eclamp- 
tic syndrome supervened on a basis of well-established ankylos- 
tomiasis. Here, maternal life, too, is in great danger. As defective 
renal function and high blood-urea are so often present in this 
group, the distinction between eclampsia and true uraemia be- 
comes very difficult. Many cases diagnosed here as eclamptic 
were probably uraemic in nature. In others a true eclampsia was 
probably precipitated by the defective renal function the result of 
long-standing ankylostomiasis (Wickramasuriya*’). 

Foetal death is thus the outcome of several complex patho- 
logical states—such as, anaemia, defective renal function, toxae- 
mias as pre-eclampsia and eclampsia, accidental haemorrhage, 
relative placental insufficiency resulting from placental disease— 
all engendered by the primary disease—ankylostomiasis. 

Other noteworthy features, which need emphasis, are the great 
liability of women suffering from ankylostomiasis to repeated 
stillbirths, the foetus being very often born in a macerated state; 
and the fact that toxaemic manifestations, too, tend to recur in 
successive pregnancies in untreated or badly treated cases with 
consequences very deleterious to the foetus. 

Such bad obstetric histories are fairly common in hookworm 
infested districts. They arouse a strong suspicion of syphilis, and 
often lead the inexperienced physician astray. The eradication of 
the ankylostoma infection and the institution of appropriate 
therapy, both medical and dietetic, as early in the pregnancy as 
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possible to combat the anaemia, are invariably followed by the 
happiest results—an uncomplicated pregnancy and birth of a 
healthy live child at term. 


MALARIA AS A FACTOR IN STILLBIRTH. 


The number of stillbirths from malaria in this series was 132. 
Of these 71 were macerated foetiis and 61 fresh. The 132 cases of 
malaria could be classified under two clinical groups: (1) Acute 
malaria giving a positive blood examination and (2) chronic and 
latent malaria. 

1. Acute malaria with blood positive for parasites comprised 
42 cases. Twenty-one were malignant tertian infections—17 be- 
nign tertian and 4 mixed infections of malignant tertian and benign 
tertian. This group included 7 cases of cerebral malaria and 1 
case of typical eclampsia co-existing with a mild benign tertian 
infection. Albuminuria and casts were present in 30 of these 42 
acute infections, an incidence of 71.4 per cent. The significance 
of this high incidence of albuminuria will be better appreciated 
when the second clinical group of chronic malaria is under dis- 
cussion. In acute malaria, foetal death results from the following 
factors : 

(a) Interference with the oxygenation and nutrition of the 
foetus as a result of the massive infection of the placenta with 
parasites, and also from absorption of toxic substances from the 
intensely infected placenta (J. G. Thomson and Andrew 
Robertson’). 

(6) Transplacental infection of the foetus (congenital malaria) 
undoubtedly occurs in malignant tertian infections and perhaps 
accounts for more foetal deaths than are at present thought to be 
due to such infection. Parasites have been definitely demonstrated 
in foetal] tissues in several stillborn foetis born of mothers suffering 
from malignant tertian malaria (Wickramasuriya).*” 

(c) A persistently high temperature is also a factor of impor- 
tance, particularly in the presence of any marked degree of 
anaemia. 

In contrast to ankylostomiasis, which produces its effects 
slowly and insidiously, malaria is far more potent and far more 
rapid in its action. For instance, a severe malignant tertian infec- 
tion, if unchecked by treatment, can cause the death of the foetus 
within a few days. 

A quartan infection, though it may not be so rapidly fatal to 
the foetus, can yet cause foetal death sooner or later through its 
liability to nephritis and its sequelae. A benign tertian infection 
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may be said to occupy an intermediate position in regard to the 
potency and the rapidity with which it produces its effects. 

2. Chronic and latent malaria and their concomitants and 
sequelae such as anaemia, albuminuria, impaired renal function, 
accidental haemorrhage and eclampsia, were responsible for go 
foetal deaths. This group included Io cases of accidental haemor- 
rhage and 1 case of eclampsia. Intense anaemia was a definite 
feature in this group. Albuminuria was present in 69 out of the 
go cases, an incidence of 76.7 per cent. Casts of various kinds, 
blood, waxy, epithelial and granular, accompanied the albu- 
minuria in the majority of cases. In 46 cases chronic malaria and 
ankylostomiasis co-existed, but the former was the direct and 
immediate cause of the foetal death, though the latter, too, may 
have contributed to the fatal event. 

The incidence of albuminuria for both groups of acute and 
chronic malaria was 99 of 132 or 75 per cent, casts were present 
in 55 Or 41.7 per cent, a raised blood-pressure in 53 or 40.2 per 
cent. This high incidence of albuminuria, casts and raised blood- 
pressure demonstrates in a very striking manner the influence of 
malaria as a provocative cause of albuminuria and nephritis. 

A chronic relapsing type of malaria, generally due to quartan 
or mixed quartan and benign tertian infections, is definitely 
known to produce nephritis even in the non-pregnant. Giglioli,* 
working in British Guiana, found albumin in 25 per cent of 550 
cases of malaria giving a positive blood examination. The fact 
that in the present series 71.4 per cent had albuminuria is a 
clear indication that, in the presence of pregnancy, malaria exerts 
even a far more deleterious influence on renal function. Nephritic 
toxaemia, pre-eclampsia, eclampsia, and accidental haemorrhage 
are not uncommon sequelae of chronic and latent malaria. Such 
complications must undoubtedly contribute their quota to the high 
foetal mortality of malaria. 


ANAEMIA AS A FACTOR IN STILLBIRTH. 


The writer’s experience at the De Soysa Lying-in Home has 
convinced him that anaemia per se, whatever the aetiology, 
primary, secondary, or nutritional, is a very important factor in 
the causation of foetal death in Ceylon and probably in all tropical 
countries. We often encounter cases of premature birth and still- 
birth recurring in successive pregnancies, the foetus being often 
macerated—habitual death of foetus—for which, apart from the 
maternal anaemia, we cannot find any satisfactory explanation. 
In the absence of any other aetiological factor, syphilis being 
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excluded by a negative Wassermann reaction and the absence of 
any other evidence in the foetus or placenta, one cannot help 
but regard the maternal anaemia as the primary causative factor 
in these cases. In a few of these cases foetal death was possibly 
due to some degree of relative placental insufficiency, but as the 
-latter was nearly always associated with maternal anaemia, the 
placental inadequacy has to be regarded as a state secondary or 
consequent on the maternal anaemia. Primary placental disease 
was extremely rare in this series. That maternal anaemia is the 
primary factor in these cases is most convincingly shown by the 
excellent results which follow treatment directed to combat the 
anaemia. A number of women, who have had repeated mis- 
carriages and stillbirths in this manner, have subsequently had 
many successful pregnancies when they were admitted to hospital 
and treated on the above lines. 

In an endeavour to ascertain the effects of maternal anaemia 
on the foetus, the haemoglobin percentage of the blood was taken 
in an unselected sample of 165 mothers and their babies. The 
mother’s blood was examined when she was in labour and the 
baby’s immediately after birth. The results are given in Table V. 
It is evident from this study that in the presence of maternal 
anaemia, the babies, too, tend to have a deficient haemoglobin 
concentration in their blood, the normal being well over 95 per 
cent. Some babies also showed a diminution in red blood-cells. 
In other words the infant suffers from anaemia from birth. Inci- 
dentally it may be mentioned that many of the neo-natal deaths 
may be due to this congenital anaemia. When the mother’s re- 
serves of iron are depleted and are not replenished, due to food 
insufficiency or faulty food absorption, a time eventually comes 
in the course of the gestation when the foetal demands cannot be 
met; foetal nutrition suffers; the foetus is either prematurely ex- 
pelled or intra-uterine death occurs; or, as more often happens, 
the infant is born alive but with a deficient haemoglobin and red 
blood-cell concentration in its blood. (See Table V.) 

The liver of the new-born infant contains weight for weight five 
times as much iron as that of an adult (F. J. Browne’). The 
deficient haemoglobin and red-cell concentration in the new-born, 
resulting from long continued maternal anaemia, definitely points 
to a deficiency in the iron reserves of the foetal liver and also 
suggests that, whatever reserves the foetus has already laid by, 
are also being depleted. This aspect of the subject is at present 
being studied. 

It would therefore seem rational to conclude that maternal 
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anaemia exerts a markedly lethal influence on the life of the 
foetus. Not only does it give rise to premature interruptions of 
pregnancy but it also undoubtedly causes intra-uterine death of 
the foetus. When the mother’s haemoglobin concentration is per- 
sistently below 60, the life of the foetus can be said to be in 
danger. Thus the haemoglobin concentration of the mother was 
below 50 in well over 70 per cent of the stillbirths resulting from 
maternal states. The largest number of stillbirths in this group 
occurred when the maternal haemoglobin concentration was 45 
and under. 
TABLE V. 
Resultc of the examination of blood of an unselected sample of 165 mothers 
and infants. 
(Haemoglobin of the healthy infant is well over 95 per cent; red blood-cells 
of the healthy infant range from 5,500,000 to 9,000,000. 


Haemoglobin Haemoglobin 
percentage percentage 


Serial of of 
No. mother infant Gestation 
I 40 80 Full time, 7% pounds 
2 15 go Very feeble, premature, 
seventh month, 2 pounds 
3 40 65 Premature, 5% pounds 
4 55 734 pounds 
5 50 60 Premature, 5% pounds 
6 60 60, 60 Twins, 4% pounds, 7 pounds 
7 45 65, 60 Twins, premature, 3% 
pounds, 3'4 pounds 
55 70 Full time, 6% pounds 
52 70 7 pounds 
ae) 55 60 Premature, 6 pounds 
II 55 75 Premature, 41% pounds 
r 55 65 Premature, 514 pounds 
13 55 65 Full time, 8% pounds 
14 65 95 7% pounds 
apparently 
healthy 
15 45 65, 65 Twins, 2 pounds, 214 pounds 
16 55 75 Full time, 74% pounds 
17 45 55 Premature, 6 pounds 
18 40 70 Full time, 714 pounds 
19 45 55 Premature, 5% pounds 
20 50 60 Premature, 5 pounds 
21 45 80 Premature, 5 pounds 
22 55 65 Full time, 7 pounds 
23 50 75 Full time, 7 pounds 
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TABLE V (continued). 


Haemoglobin Haemoglobin 
percentage percentage 


Serial of of 
No. mother infant Gestation 
24 55 75 Full time, 714 pounds 
25 45 55 Premature, feeble, 3 pounds 
26 50 68 Full time, 7% pounds 
27 55 70 Full time, 7 pounds 
28 60 75 Premature, 6 pounds 
29 35 68 Premature, 6 pounds 
30 30 60 Premature, 6 pounds 
31 50 65 Full time, 7% pounds 
32 45 60, 70 Twins, premature, 4 pounds, 
4% pounds 
33 55 68 Premature, 634 pounds 
34 55 65 Premature, 4 pounds 
35 55 Macerated foetus 
36 55 60 Premature, 6 pounds 
37 50 60 Full time, 6% pounds 
38 50 65 Premature, 534 pounds 
39 50 65 Premature, 6 pounds 
40 50 80 Premature, 5 pounds 
41 55 70 7 pounds 
42 58 70 Premature, 5% pounds 
43 30 70 Very premature, 334 pounds 
44 55 90 Full time, 7 pounds 
45 50 60 Full time, 6% pounds 
46 60 70 Premature, 6 pounds 
47 60 75 Premature, 5 pounds 
48 52 75 Full time, 7 pounds 
49 50 65 Full time, 7 pounds 
50 55 65 Premature, 434 pounds 
51 55 75 Premature, 5 pounds 
52 50 60 Full time, 6 pounds 
53 50 65 Premature, 3 pounds 
malaria 
54 60 70 Full time, 7 pounds 
Red_ blood- 
cells, 6,170,000 
55 55 75 Full time, 7 pounds 
56 55 85 Premature, 434 pounds 
57 55 65 Full time, 6% pounds 
58 60 85 Full time, 8 pounds 
59 55 70 Full time, 9% pounds 
60 55 60 Premature, 6% pounds 
61 65 85 Premature, 61% pounds 
62 65 75 Full time, 634 pounds 
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_ Taste V (continued). 


Haemoglobin Haemoglobin 
percentage percentage 


Serial of of 
No. mother infant Gestation 
63 60 75 Full time, 634 pounds 
64 55 go Full time, 6% pounds 
65 45 65 Premature, 6 pounds 
66 55 60 Premature, 4 pounds 
67 55 65 Premature, 4% pounds 


contracted pelvis 
Caesarean section 


68 55 80 Premature, 5 pounds 
Red _ blood- 
cells, 5,460,000 
69 42 65, 75 Twins, 4% pounds, 
5% pounds 
70 55 70 Full time, 7 pounds 
71 55 65 Premature, 5 pounds 
72 70 85 Premature, 44% pounds 
73 52 70 Premature, 44% pounds 
74 55 80 Full time, 7 pounds 
75 35 70 Full time, 6% pounds 
76 50 75 Full time, 7 pounds 
77 55 80 Full time, 6 pounds 
78 45 _ 60 Full time, 6% pounds 
79 55° 507 Premature, 4 pounds 
80 65 70 Premature, 5% pounds 
81 60 70 Full time, 6% pounds 
82 60 80 Full time, 534 pounds 
83 Premature, 6 pounds 
84 60 80 Full time, 7 pounds 
85 60 85 Premature, 4 pounds 
86 55 65 Full time, 534 pounds 
anaemia of 
long duration 
87 60 go Premature, 5% pounds 
88 45 55 Premature, 4 pounds, feeble 
89 55 80 Premature, 534 pounds 
go 55 70 Full time, 634 pounds 
91 55 70 Full time, 6 pounds 
Red _ blood- 
cells, 5,092,000 
92 60 80 Premature, 6 pounds 
93 60 80 Premature, 5 pounds 
94 45 70 Premature, 334 pounds 
95 55 7o Full time, 7 pounds 


* Tuberculous subject, profoundly emaciated. Mother i dvi dition. 
+ Baby born alive. . in a dying condition 
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TABLE V (continued). 


Haemoglobin Haemoglobin 
percentage percentage 


Serial of of 
No. mother infant Gestation 
96 35 75 ful time, 6 pounds 
97 55 70 Full time, 634 pounds 
98 . 45 65 Premature, 5 pounds 
99 55 70 Full time, 7 pounds 
100 45 70 Full time, 7% pounds 
IOI 45 75 Full time, 5 pounds 
102 50 75 Full time, 64% pounds 
103 55 65 Premature, 6% pounds 
104 25 70 Premature, 434 pounds 
ankylostomiasis 
and malaria 
105 40 80 Full time, 634 pounds 
106 45 60 Full time, 7% pounds 
107 58 65 Full time, 7’ pounds 
108 58 65 Premature, 6 pounds 
109 50 70 Premature, 534 pounds 
110 45 60 Full time, 74% pounds 
Tor 35 60 Premature, 434 pounds 
112 45 95 Full time, 7% pounds 
113 45 60 Premature, 634 pounds 
114 50 1 dead Triplets, (1) premature 
undernourished 85, 78 (2) 3 pounds 
(3) 2% pounds 
115 55 95 Premature, 434 pounds 
116 50 75 Premature, 634 pounds 
117 35 70 Premature, 44% pounds, 
3 repeated 8 months 
stillbirths 
118 55 go Premature, 6 pounds 
119 55 90 Premature, 6 pounds 
120 60 80 Premature, 5% pounds 
121 60 70 Full time, 7% pounds _ 
122 45 85 Premature, feeble, 2 pounds 
123 65 75 Premature, 514 pounds 
124 65 80 Premature, 514 pounds 
125 60 80 Premature, 6 pounds 
126 50 Stillborn Premature, 2 pounds 
127 75 go Full time, 7% pounds 
apparently 
healthy 
128 55 70 Premature, 5 pounds 
129 70 Premature, 6 pounds 
130 50 65 Full time, 6 pounds 
131 60 85 ‘5% pounds 
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TaBLE V (continued). 


Haemoglobin Haemoglobin 
percentage percentage 


Serial of of 
No. mother infant Gestation 
132 50 70 Full time, 7% pounds 
133 35 80 Premature, 4% pounds 
134 50 65 Premature, 6 pounds 
135 75 go Full time, 7 pounds 
136 50 75 Full time, 7 pounds 
137 65 70 Premature, 4 pounds 
138 60 70 Premature, 5% pounds 
139 65 85 Full time 
140 48 70 Premature, 534 pounds 
65 95 Premature, pounds 
142 45 65 Full time, 7 pounds 
143 45 go Full time, 7% pounds 
Red _ blood- 
cells, 7,240,000 
144 50 70 Premature, 5 pounds 
145 60 go Full time, 8's pounds 
146 45 (1) 70 Twins, premature, 3 pounds 
(2) Macerated 
147 55 95 Full time, 7 pounds 
148 35 65 Premature, 634 pounds 
149 55 85 Full time, 8 pounds 
Red blood 
cells, 5,820,000 
150 30 95 Premature, 5° pounds 
151 60 75 Premature, 4 pounds 
152 60 75 Premature, 5 pounds 
153 65 85 Full time, 634 pounds 
154 65 go Full time, 9 pounds 
Red _ blood- 
cells, 7,930,000 
155 60 80 Full time, 8'% pounds 
156 60 85 Full time, 6 pounds 14 ounces 
157 65 70 Premature, 6% pounds 
158 45 55 Premature, 5% pounds 
159 40 85 Premature, feeble, 34 pounds 
160 65 85 Full time, 8 pounds 
161 75 95 Full time, 8 pounds 
162 70 80 Full time, 7% pounds 
163 55 Stillborn Premature, 2 pounds 
164 53 65 Full time, 7% pounds 
165 60 go Full time, 7 pounds — 
Red _ blood- 


cells, 9,420,000 
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SUMMARY AND CONCLUSIONS. 


The following facts stand out prominently on a review of this 
large series of stillbirths : 

(a) The great majority of them, 669 or 66.9 per cent, were 
antenatal deaths, resulting from maternal states; 509 of these, 
or 76 per cent, were caused by associated diseases, the most 
important of which are ankylostomiasis, malaria, and the 
anaemias, nutritional or secondary to disease. The latter diseases 
are far more important factors in the production of macerated 
foetis than syphilis. Syphilis itself accounted for only 35 or 3.5 
per cent of the total foetal deaths in this series, of which 14 were 
macerated foetiis and 21 fresh. 

The toxaemias, too, play a very important part in the aetio- 
logy of stillbirth. They occur very often in association with anky- 
lostomiasis, malaria, and the anaemias. As I have pointed out 
elsewhere (Wickramasuriya*’), there is strong clinico-patho- 
logical evidence that these diseases definitely predispose to the 
production of toxaemias of pregnancy. The underlying factor of 
the primary disease is then apt to escape recognition to the serious 
detriment of both mother and child. 

On a rough computation it may be said that go per cent of the 
foetal deaths from maternal states could have been prevented by 
skilled antenatal supervision. 

(b) Intranatal deaths due to complications of labour formed a 
comparatively small group of 205, or 20.5 per cent; 126, or 61.4 
per cent, of these intranatal deaths were due to intracranial and 
other injuries. Seventy-nine, or 38.6 per cent, resulted from 
asphyxia due to placenta praevia and pressure on the cord. The 
mortality of this group could have been almost halved by correct 
prenatal and intranatal care. 

(c) Among the poorer classes of Ceylon, therefore, far more 
foetis are killed by maternal disease than by complications of 
labour, the ratio being approximately 3 to 1. The position is, 
therefore, quite different from that obtaining among the hospital 
classes in London where, as Holland has shown, more stillbirths 
are caused by intranatal than by antenatal causes (Holland).° 

(d) Primary placental disease was extremely rare in this series. 
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_ The Prophylaxis of Constriction Ring Dystocia* 
BY 


Mites H. PHILLIPs, 


M.D. (Bristol), B.S. (Lond.), F.R.C.S. (Eng.), F.C.O.G. 
Emeritus Professor of Obstetrics and Gynaecology, University of 
Sheffield. 


It is with considerable hesitation that I venture to interrupt the 
scientific proceedings of an International Congress in order to 
draw attention to a simple clinical observation. The phenomenon 
in question is but rarely referred to in textbooks on obstetrics, 
and yet it is, in my opinion, of great clinical value. 

My argument can be summarized into two statements and one 
conclusion. 

Firstly : The localized contraction of the uterus, best described, 
I think, as a constriction ring, which can actively grip and pre- 
vent the expulsion or extraction of the foetus, is always, I be- 
lieve, preceded by a longer or shorter period of that painful and 
ineffective activity of the uterus, well described by the old clinical 
term colicky action of the uterus. (Krampfwehen : Contractions 
spasmodiques.) 

Secondly: Colicky action of the uterus can be recognized by 
the simple clinical observation that the painfulness of the uterine 
contraction persists after the palpable hardening brought about 
by uterine contraction has passed off. 

My conclusion is that prompt recognition and, above all, un- 
remitting treatment of this colicky action until it has ceased, will 
prevent the onset of a constriction ring and so do away with one 
of the most vexatious and, to both mother and foetus, dangerous 
complications of labour. 

I do not intend to discuss the management of a case of 
constriction ring obstruction. 

I must first of all draw your particular attention to the normal 
relation of the sensation of pain as experienced by the woman in 
labour, to the actual state of activity of the uterus. 


* Read before The International Congress for Obstetrics and Gynaecology, 
Amsterdam, May 1938. 
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This is but rarely described in detail in textbooks or other 
writings on obstetrics. 

Indeed in only two of the very many books which I have 
searched is a complete description given. 

In normal uterine action the sensation of pain is not experi- 
enced until the uterine contraction is well established: this fact 
is generally recognized and generally stated, but the fact that the 
pain should normally cease before the uterine contraction has 
completely, as judged by the palpating hand, passed off, is un- 
known to, or ignored by, practically all writers. 

The only authors I have found, who make these two points 
are (1) Professor Joseph De Lee, who in The Principles and Prac- 
tice of Obstetrics (5th Edition, 1928), says (page 136): ““The con- 
traction is well under way before the patient feels the pain, and 
continues a short time after the pain is gone,’’-and again (page 
123): ‘‘This (contraction) begins before the pain is felt and ends 
after the painfulness is over’’ : 

(2) In A Manual of Midwifery (4th Edition, 1929, page 277) 
by Jellett and Madill, one reads: ‘‘The pain occurs at the height 
of the contraction which begins and ends painiessly.’’ But neither 
of these writers makes practical use, in their books, of this obser- 
vation. 

The reversal of the latter part of the relation is not alluded to 
in their descriptions and studies of labours made.difficult by ab- 
normally painful uterine action. 

Another authority, Professor J. Kreis, of Strassburg, pays 
some attention to this abnormal phase. In an ‘‘Essay on Anti- 
spasmodic Control of Labour’’ (Journal of Obstetrics and Gynae- 
cology of the British Empire, vol. xli, page 955) he speaks of 

“‘pain during the periodic contractions, persisting im severe cases 
during the intervals.”’ 

My own appreciation of the significance of this aaiaaaiia 
was gradually evolved by close consideration of the description of 
the earlier stages in a considerable number of cases of fully 
established constriction ring dystocia to which I had been sum- 
moned, and also by the study of other cases of obstruction by a 

constriction ring, which had been preceded by colicky uterine 
action which, although under my own care, had not been 
adequately treated. 

My developing views on the subject tenants established by 
the study of a case which unfortunately provided a post-mortern 
specimen of a uterus containing a foetus at term and showing 
an internal stricture or constriction ring. (This specimen was 
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fully described by Dr. Louis Rudolph, of Chicago, in a paper on 
“Constriction Ring Dystocia,’’ 1937). 

It had been obtained from a primigravida who had died un- 
expectedly while coming round from examination under an 
anesthetic during a labour which had lasted 3 days. The con- 
striction ring persisted after death as a horizontal sharp-edged 
crescentric shelf, exactly opposite the neck of the foetus. The 
cervix was thinned to 2 millimetres, and was not quite half 
dilated. The membranes had been ruptured on account of 
hydramnios, when the cervix admitted two fingers. 

Reconsideration of the management of this case made it quite 
clear that the prolonged and intermittently quiescent and intensely 
painful labour had been inadequately treated. At times the 
patient had been noisy and had strained as if in the second stage 
of labour, although the cervix was not half dilated. 

The uterine action was colicky but sufficient care had not 
been taken to ensure that the antispasmodic drugs used were 
immediately repeated when it was obvious that pain persisted 
after the cessation of the uterine contraction. 

My practice now is, when these troublesome colicky pains are 
suspected, immediately to place my hand on the uterus and to 
get the patient to describe the exact duration of the pain she is 
experiencing. Should it extend to or beyond the cessation of 
the uterine contraction one can be certain that colicky action has 
started. It must be at once controlled by an efficient antispas- 
modic drug. 

I believe that preparations of opium are probably the best; 
possibly heroin or omnopon may have certain advantages over 
morphia itself. I do not make any special point of that, but I do 
insist on watching the patient as she comes out of the influence 
of the drug. With my hand again on the uterus the duration of 
the pain is estimated. The drug must be repeated, in this way, 
until the colicky action has entirely ceased. 

I have notes of a primigravida at term, admitted to hospital 
after 60 hours of ineffective pains, described as variably ‘‘poor’’ 
and ‘‘strong’’. The nurse and doctor had been in more or less 
constant attendance, and no less than 26 vaginal examinations 
had been made. The uterus was inert on admission, the cervix 
only two fingers dilated, the membranes intact. Sleep was at 
first induced and maintained by repeated doses of chloral. 
Twenty-four hours after admission typical colicky pains occurred, 
or were first recognized, and during the next 24 hours morphia 
gr. jth and four doses of omnopon, in all 80 minims, were 
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given. The colicky action had by then ceased, and ultimately a 
living child of 74 pounds was born naturally after a labour of 
118 hours. The placenta was expelled with very little loss 15 
minutes later. 

In that case the striking and not uncommon sequence of 
painful activity and more or less complete inertness was well 
seen. This association of two such opposite states has led, I 
believe, to much confusion among the writers of textbooks, and 
to the failure by many obstetricians to appreciate the finer 
clinical distinctions between the inert or sluggish uterus, the 
exhausted uterus, and the colicky uterus. 

The pain is always referred to the lower abdomen, just above 
the pelvic brim, often on one side only. It may begin at or soon 
after the onset of labour or not until after several or even many 
hours of feeble infrequent contractions. It may be severe or 
even excruciating. 

These are variable features but invariably, I maintain, the 
pain will be found to persist after a contraction has passed off. 
Not infrequently, periods of severe suffering are interspersed with 
intervals of feeble, painless, and so disarming, uterine action. 
At one time the woman may be fitfully resting, at another scream- 
ing and straining as if well advanced in the second or expulsive 
stage of labour. The colicky action always begins in, and is 
usually confined to, the first stage of labour, whereas the con- 
striction itself, which may follow, usually occurs in or is, at 
least, first recognized in the second stage. The bag of mem- 
branes may have ruptured, but often it is intact. 

With each severe pain the woman often struggles and strains. 
Observing her behaviour the attendant is led to think that she is 
really in the second stage, and she may be urged and encouraged 
to bear down—a useless effort which may well aggravate the 
spasm. William Smellie would have said that ‘‘the woman was 
put upon labour too soon.’’ Puzzled at the delay in delivery, 
in spite of all these pains and efforts, the attendant is very liable 
to make frequently repeated vaginal examinations, again a pro- 
cedure which will intensify the spasm. Even abdominal palpa- 
tion is liable to irritate such a uterus. But worst of all is the 
modern blunder—in ignorance of the real state of things—of 
giving the injection of pituitary extract which previous experi- 
ence has found so effective in properly selected cases of real 
second-stage delay due to feeble uterine action. 

These variable happenings were well known to and often 
graphically described by writers of the eighteenth century. Thus 
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John. Maubray, the first teacher of practical midwifery in Eng- 
land, in The Female Physician: To which is added the Whole 
Art of New Improved Midwifery, published in 1724, writes: 


“But again some Women are taken with a mixed Complication of 
Genuine and Spurious or Real and False Pains that are properly called 
Tergiversant, which one moment seem to depress the Birth, and encourage 
the woman in Labour, and the next convert themselves into Scattered 
Cramps and other Contracting Pains: and these depressed Bastard-Pains 
are always more pernicious to the woman than the most severe Natural 
Labour Pains. This case is also easily distinguished by the Touch: which 
done, the false wandering Pains are first to be assuaged or carry’d off, 
before the Birth can well succeed.”’ 


That great Dutch obstetrician, Hendrik van Daventer, in the 
Art of Midwifery Improved (English translation, 1716) writes : 


ce 


. some women fall in labour, genuine and false Pains being mixed, 
of which those are not unreasonably said by some to be Proteus like 
(or as the Author stiles them Tergiversantes, turning their Backs, or 
changing their Appearance) for when the Pains seem to depress and bear 
down the Birth, and she in Labour endeavours with all her Strength, 
those presently are turned into contracting Pains, very like Cramps, so 
_that it is impossible to bring forth the Infant. When the Matter is so, 
it is easily known to the Midwife by the Touch, that genuine and false 
Pains are mixed; for she will first find the Pains to open and enlarge the 
Mouth of the Womb, but if the Person in Labour uses all her Endeavours, 
every Thing at the last are suddenly put backwards; nor does the Birth 
go on prosperously, except those wandring Pains are first laid quiet or 
taken away; which may be done with Success, if an Anodine Pill, well 
prepared, be given to the Woman in Labour; and if in an Hour’s time 
the Pain is not lessened, the Medicine may be repeated again, and the 
Pains vanish, and the Person may endeavour with her Genuine Pains to 
Promote the Birth. These wandring Pains are so hurtful to the Patient, 
and intolerable, that the most sharp genuine Pains are not so troublesome 
as the least of those.’’ 


Richard Mead (in Section V) on ‘“‘Difficult Birth’, in his 
Medical Works (Edinburgh, 1775) states that even those 


“truly skilful i in the obstetrical art,’’ are, ‘‘in one case . . . often at a loss 
what to do; and that is, when the lying-in woman is long teased with 
false pains, resembling those of the colic. When this happens, it is proper 
to give a grain or two of opium; whereby those pains, which rather hinder 
than promote the delivery, are appeased; and then nature, thus relieved, 
does her work effectually. It is likewise of some moment in this case to 
know, that the opiate relaxes and opens the uterine parts, as it does all 
others that are in a state of constriction or tension.”’ 
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Unfortunately the term ‘‘false labour pains’’ has been applied 
by some authors to these colicky contractions; thus causing con- 
fusion with other writers who reserve the term—more usefully— 
for the attacks of intestinal colic due to overladen constipated 
bowels which may be mistaken by the woman for the onset of 
labour. 

This is not the occasion to discuss the possible origin of this 
uterine colic. I suspect myself that it is most probably due to 
malfunction in the action of those endocrine glands which should, 
ideally, steadily lead to progressive and even painless childbirth. 

Such malfunction is probably itself produced by emotional 
disturbance—especially. perhaps the desire to face an ordeal 
bravely and without giving way to expressions of dismay or fear; 
in other words, by suppressed anxiety. 

Therein lies the clue to the prevention of this form of irregular 
uterine action; and its low incidence in any obstetrical clinic 
points to a high standard of midwifery practice. 
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Tubal Pregnancy* 
BY 


BETHEL SOLOMONS, 
M.D., F.R.C.P.I., F.C.0.G., F.A.C.S. (Hon.). 


Gynaecologist, Dr. Steeven’s Hospital; Ex-Master, Rotunda 
Hospital, Dublin. 


INTRODUCTION. 


I was greatly honoured by the invitation to read a paper at this 
International Congress, and I hope that the choice of a somewhat 
stale subject will not detract from its interest. It is not intended 
to deal with the rare forms of ectopic gestation, such as ovarian 
pregnancy and intra-abdominal pregnancy. Neither is it intended 
to deal very much with ordinary textbook classifications of 
ectopic gestation or of the many ways it may rupture. Biblio- 
graphy also will be avoided, and this paper will deal with the 
writer’s own opinions and his own statistics. A time comes in the 
life of a working gynaecologist when his opinions should, at any 
rate, be more valuable than a survey of the experiences of others. 

So much has been written about the history of this abnormality 
that little space will be devoted here to this part of the subject. 
It is sufficient to say that among the early writers, Albucasis in 
about 1090, Mauriceau in 1663, Nelaton in 1851, Parry in 1876, 
Lawson Tait in 1883, and Veit in 1884—all have written historic 
communications. Among these Parry had 529 cases with 366 
fatal results. Lawson Tait reported the first successful operation 
for ruptured tubal pregnancy, and Veit for unruptured gestation. 


AETIOLOGY. 


The cause, even at this stage of our knowledge of gynae- 
cology, is not known. Various theories have been expounded, 
some based on theory, others on clinical evidence, but none 
of them can be proved. In considering aetiology the work of 
Westman on the transit of ova must not be overlooked. He 


* Read by invitation before the International Congress for Obstetrics 
and Gynaecology, Amsterdam, May 1938. 
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proves’ among other facts that the Fallopian tube is capable of 
spontaneous movement because of the smooth musculature 
embedded in the suspensory ligament of the ovary, and because 
of the smooth muscle which passes to the uterus and the ampul- 
lary part of the tube. He concludes that the ovum never enters 
an ovarian bursa or the peritoneal cavity, but is transferred 
directly to the Fallopian tube. It has been suggested that the 
premature disappearance of the zona pellucida, i.e. before the 
ovum has reached the uterus, will cause tubal implantation, but 
this obviously is a mere theory. Other ovular theories such as 
external wandering might be suggested, but we shall confine 
ourselves to the tube as an aetiological nidus. The tube may be 
responsible in various ways. The old theories of (1) implantation 
causes; (2) absence of cilia; (3) excessive length of tube; (4) 
abnormal kinks, must be mentioned and cannot be excluded. The 
fact, as will be shown later, that tubal pregnancy is most common 
after a period of sterility points to the truth of the story that the 
woman developed a mild sepsis in labour or abortion, that the tube 
became involved, recovered to some extent, but the next fer- 
tilized ovum remained in the tube. The argument against this is 
the fact that in the examination of sections of the tube inflamma- 
tory changes were absent in many of them. In addition the 
number of cases of tubal pregnancy occurring in nulliparae dis- 
counts this theory, although it is agreed that nulliparae may de- 
velop salpingitis. Textbooks have a bad habit of copying one 
another, and the fallacy of tubal pregnancy being a disease of 
the multipara must be discounted. Against salpingitis as a cause 
there is also the fact that although tubal pregnancy may be fol- 
lowed by sterility, it is very often followed by intra-uterine preg- 
nancy, and this would not happen in the case of gross disease 
of the tube. In fact, to sum up the situation regarding inflamma- 
tion as a cause, it is very occasionally so, but in most instances 
we must seek elsewhere. The suggestion of J. M. Frankel and 
Schenck’ that endometrial implantation is a cause of tubal preg- 
nancy requires further investigation. They have demonstrated 
healthy endometrial tissue in tubal lumina. They suggest that all 
ectopic pregnancies, tubal or otherwise, occur because of nidation 
of the fertilized ovum in a locus of ectopic endometrial tissue to 
which the ovum is chemotactically attracted. This obviously 
cannot be the only cause of ectopic gestation. 

In the present day it is customary to blame the hormones 
for everything. In a paper on sterility read at the last British 
Congress of Gynaecology, I gave the opinion of Rubin, myself, 
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and others that with a kymograph it is possible to demonstrate 
the various changes in rhythm and peristalsis of the tube, and 
although this change in rhythm and peristalsis is more often seen 
under diseased conditions, it is also present in an apparently 
normal tube, and that this difference in rhythm and peristalsis 
must account sometimes for tubal implantation. In addition, 
Corner has shown the relation betwen rhythmic contraction of 
the tube and the menstrual cycle, both of which depend on 
ovarian function, and it seems more than probable, although 
difficult to prove, that some change in the rhythmic contraction 
of the tube due to some fault in menstrual function must account 
for ectopic implantation in some cases, and I suggest that an 
investigation, which would probably be difficult to carry out, 
should be made on the relation of tubal pregnancy to the time 
of coitus. Rubin® has lately demonstrated that injections of oestrin 
increase the peristalsis of the tube, and this bears out Corner’s 
investigation. It also bears out an opinion I have already given 
that the reason why hormonic injections sometimes cure sterility 
is because they stimulate ovarian function. For some of the 
means I can suggest to prevent the occurrence of ectopic gestation 
are (1) making sure that the ovarian function is normal; (2) 
that coitus should take place only at the time of ovulation; (3) 
good obstetrics to prevent infection in the tubes; (4) prophylaxis 
against venereal disease. 


SYMPTOMS, SIGNS, AND DIAGNOSIS. 
As there is still a death-rate from ectopic gestation, and as 
* this death-rate is very often due to an inability to diagnose the 
condition, and especially to make a differential diagnosis, it is 
intended to show the necessity for sometimes neglecting the 
ordinary textbook teaching and to learn what really happens in 
different cases. 

The customary story given is: after a period of sterility the 
woman misses a period, believes herself to be pregnant, and about 
two or three weeks after the date of the missed period there is 
a bleeding usually accompanied by colicky pains and the passage 
of some bloody material (the false decidua). This story is firmly 
implanted in the mind of the ordinary general practitioner, and 
deaths have resulted from the fact that a large proportion of the 
cases of ectopic gestation give entirely different stories. 

Firstly, the period of amenorrhoea is very variable. The worst 
cases in my series, to the number of 17, concerned those women 
in whom rupture of the tube occurred two or three weeks after 
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the period was finished, and the patient, instead of giving the car- 
dinal symptoms, complained of symptoms suggesting intestinal 
obstruction. This type of case is nearly always associated with 
rupture into the abdominal cavity, with symptoms of marked 
collapse and with a negative result from bimanual examination. 
Again, instead of six weeks’ amenorrhoea it is a fairly frequent 
occurrence to meet with a period of two to four months’ amenor- 
rhoea before the clinical signs are manifest. 

Sometimes the patient is too tender to allow an examination of 
any value without an anaesthetic, and when the anaesthetic is 
given the gynaecologist is still in the dark. Before rupture occurs a 
mass is supposed to be felt on one side, and it is present in a num- 
ber of instances, but sometimes there is a swelling on the other side 
or behind, and in the case of intra-peritoneal rupture there is not 
any mass. To demonstrate some of these points may I recall a type 
of case which I have met on several occasions. A young woman 
two weeks married and two and a half weeks since her last period 
was brought to hospital as a case of acute abdominal emergency. 
One of the general surgeons was called, and he came to the 
conclusion that it was purely a pelvic condition. There was prac- 
tically nothing to be made out on examination. There was pos- 
sibly a slight abdominal tenseness, the fornices appeared to be 
clear, and the pulse-rate and temperature were normal. In spite of 
this her appearance was anxious, and I sat down beside her 
with my fingers on her pulse, at the same time ordering the theatre 
to be prepared. Soon the pulse-rate began to increase in speed, 
and by the time the theatre was ready it had reached 140. When 
the laparotomy was performed the abdomen was full of blood. 
The very last case I saw within the past few weeks was very 
similar to this—in fact, the difficult early case without amenor- 
rhoea and other symptoms and the simple case with classical 
symptoms might be two entirely different diseases. 

With regard to other methods of diagnosis, the following must 
be considered : ; 

1. Cullen’s umbilical sign. I have never seen a true example 
of this and the amount of blood in the abdomen to produce this 
sign must of necessity make its appearance very rare. 

2. Shoulder pain. Again this sign has never been helpful to 
me. It has been suggested by Mathieu and some of the older 
writers that various pains, such as acute pain at the time of 
rupture of the tube, dull continuous pain coincident with slow 
rupture, crampy pain caused by peristalsis of the tube, dia- 
phragmatic pain from irritation of the peritoneum, are useful 
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signs but they are of very little assistance; the same applies to 
pain caused by movement of the cervix. 

The Aschheim-Zondek test has been found definitely useful 
in differentiating tubal pregnancy from inflammatory conditions, 
but the urobilinogen test, which seemed to be useful when I first 
used it, has proved to be of very little real assistance. 

Exploration of the cul-de-sac is a certain and definite help: 
it should always be done in doubtful cases, and there is no danger 
whatever in this procedure when it is carried out with care. 

A hystero- salpingography has been suggested, but the danger 
if the case is one of intra-uterine pregnancy must be remembered, 
and it is not recommended. Bortini’ has lately recommended 
serial radiographs. He dwells on the precautions necessary and 
is of the opinion it should only be done in doubtful cases and 
with everything in readiness for operation. 

Klaften’ suggests that the two following signs are obtained by 
transillumination from the rectum or preferably the vaginal 
fornix : 

The first sign, the ‘‘abdominal wall phenomenon ’’, consists ina 
supra-symphyseal zone, somewhat to one side, of intense dark red 
illumination, above and adjoining which a smaller segment of 
less intense lighting is often seen. This sign is absent in inflam- 
tory conditions of the abdomen and pelvic organs or tissue, and 
in intact tubal pregnancy. It develops speedily after rupture, 
regresses with long continuance of a pelvic haematocele, and 
disappears after surgical treatment. It is not a result of the 
effusion of blood, being well shown when that is minimal, and 
Klaften concludes that it is due chiefly to oedema and hyperaemia 
of the belly wall. It does not occur in uterine pregnancy. The 
second ‘‘colpo-diaphanoscopic’”’ sign, the ‘‘lateral lighting pheno- 
menon’’, appears to be less constantly present and is due to 
serosanguineous effusions. It consists in a lighting up of the 
lateral abdominal wall, which is less intense than in the first sign. 
It points to the side of the effusion, but sometimes ectopic preg- 
nancy may give a contralateral effusion. Klaften’s evaluation of 
these signs is based on the investigation by transillumination of 
358 suspected or known cases of tubal pregnancy. These daia 
seem to me of doubtful diagnostic value. 

The settling time of the blood is not a dependable test as it 
may be rapid in this as in inflammatory conditions. 

A normal pregnant uterus which has sagged to one or other 
side has been responsible for many consultations, and the same 
applies to a retroverted gravid uterus. I have had to open the 
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abdomen on two occasions when I was not certain if the case 
was one of intra-uterine pregnancy with a small ovarian cyst, or 
tubal pregnancy. An intra-mural fibroid to the side of the preg- 
nant uterus has caused difficulty on two occasions. Appendicitis, 
partial intestinal obstruction, perforation of the intestine, and 
inflammatory conditions in the pelvis must all be remembered. 
In my textbook I give the following table: 


Ectopic gestation Pyosalpinx 
Pyrexia More often absent More often present 
Menstruation Irregular Regular 
History of infection Absent Present 
Urobilinogen test Positive ’ Negative 
Sedimentation rate Slow Rapid 


Site Monolatera] Bilateral 


In spite of this classification, however, the difficulty in diagnosing 
inflammation from blood is sometimes extreme, for when there 
has been haemorrhage of any extent there may be pyrexia. In 
addition there may be some history of infection, the sedimen- 
tation-rate may be slightly fast, and although ectopic gestation is 
usually a unilateral condition, if there is haemorrhage a tenseness 
may be present on the other side from extravasation of blood. 

Deelman’ goes very fully into the possibility of diagnosing the 
decidua passed in cases of ectopic gestation from the decidua of 
normal pregnancy. His microphotographs are worthy of study. 
He states that the decidua is usually passed after the removal of 
the ectopic pregnancy. One of the possible differential diagnostic 
points is that the glands are irregular in form and that this is 
possibly due to the glands remaining passive in contra-distinction 
to the strongly growing decidual cells. He goes on to say that the 
epithelial lining is pushed together in many places. It is difficult 
to explain the angularly bound cross sections of the glands by 
thinking of an active growth of the glandular epithelium itself. 
Mitoses are absent. These relations could be understood if we 
believe that the epithelial glandular elements hold a passive 
relation to the decidual cells. These findings have often been 
present in the membrane passed in extra-uterine pregnancies: 
other sections demonstrate these facts. In spite of all this, the 
histological picture does not vary much from those cases of intra- 
uterine pregnancy in which the formation of the decidua com- 
pacta is very marked. 
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Siddall and Jarvis* have found in a study of 38 cases of 
proved ectopic pregnancy that it is not unduly dangerous to per- 
form a preliminary curettage, and that the finding of uterine 
decidua with chorionic villi is strongly presumptive evidence of 
extra-uterine pregnancy. The absence of decidual reaction is not 
reliable evidence against ectopic pregnancy, but if chorionic villi 
are also absent the findings may be of value in ruling out uterine 
abortion as a cause of the bleeding. 

Teacher® also draws attention to possible help in differential 
diagnosis. He writes on the greater number of blood sinuses just 
under the surface and a less marked spongy layer. Occasionally, 
the decidual reaction may be very luxuriant and give rise to a 
polypoid condition. It is obvious that all this has academic 
interest but has very little clinical use. 

In fact, laboratory diagnosis is very little help, and I should 
say dogmatically that a good clinician should nearly always be 
able to make a certain diagnosis without the help of the labora- 
tory. It has been mentioned that the settling-time of the blood 
is of little value in this condition. Writers have suggested that a 
red-blood cell count of less than three and a half millions means 
a ‘‘possible’’ ectopic, but this sort of remark is valueless. 


TREATMENT. 


In considering treatment of ectopic gestation the following 
three varieties must be taken into account: (1) Unruptured 
ectopic gestation; (2) encysted haemorrhage; (3) ruptured ectopic 
gestation. 

1. Unruptured ectopic gestation. When diagnosed there is only 
one treatment—laparotomy. I advise this dogmatically in spite of 
cases reported in which the patient was not operated on and yet 
survived. Passive treatment of this kind means a long period 
in bed with the chances of an operation later, while the outlook 
for the Fallopian tube if the prolonged treatment is successful is 
definitely bad. On the other hand laparotomy is an entirely safe 
procedure. When the abdomen is opened the operator must 
decide whether it is necessary to remove the tube with the ovum, 
or to remove the ovum from the tube. As a keen, conservative 
surgeon I advise salpingotomy when possible. It is a simple 
operation to incise the tube, to remove the ovum, and then to 
stitch the tube with fine catgut. The argument against this pro- 
cedure is that a diseased tube may be left, but as it is easy to 
demonstrate that the tube is not always diseased, and as I have 
been able to demonstrate by hystero-salpingography that the tube 

650 


TUBAL PREGNANCY 


remains patent after a perfectly performed salpingotomy, it is 
the treatment of choice. If, however, the tube is so involved 
that a conservative operation is obviously contra-indicated, then 
salpingectomy must be done. The treatment of the interstitial 
variety of ectopic gestation is simple—the tube should be removed 
with a wedge-shaped piece of the uterine cornu. 


2. Encysted haemorrhage. It has been suggested that the 
treatment of encysted haemorrhage after rupture of the tube may 
be conservative. It has been suggested that if operation is deemed 
advisable it may be carried out by the abdomen or by the vagina. 
If the swelling is known to be composed of blood it is a better and 
more scientific step to attack it from the abdomen. In this way all 
haemorrhage is cleared away and the original diseased tube is 
dealt with, and it nearly always requires removal. 


3. Ruptured ectopic gestation. The treatment of ruptured ecto- 
pic gestation with free blood in the abdominal cavity is immediate 
laparotomy. Many gynaecologists advise that preliminary sub- 
mammary or intravenous saline or blood transfusions should be 
given. In my experience I have found that the administration of 
saline, coffee enemata, or submammary saline while the patient 
and the instruments are being prepared is desirable, but nothing 
should be done to postpone operation. Even though it is a well- 
known fact that after the preliminary haemorrhage there may be a 
cessation of bleeding, still it is unwise to postpone a life-saving pro- 
cedure when there is some chance of further haemorrhage during 
the postponement. Therefore, give prophylactic fluid if there is 
time and during the operation, but do not postpone operation. It is 
a simple matter to open the abdomen, to clear out the haemorrhage 
which obscures the view of the rupture point, to find this point, 
to stop the bleeding, and to close the abdomen. No time should 
be wasted in the toilet of the peritoneal cavity, but time should 
be employed in making certain that the bleeding is arrested. 
Before closing the abdomen a -pint of normal saline solution is 
poured through a funnel. Drainage is not carried out. The 
patient is afterwards treated with ordinary anti-collapse and anti- 
shock methods, such as morphine, but in my series, without any 
mortality, blood transfusion was not employed for any patient. 
Neither has auto-infusion of blood taken from the abdomen, 
citrated, and then injected into a vein with normal saline, been 
done. In fact, there is no necessity to do anything beyond the 
treatment already suggested. Patients have been killed by venous 
transfusion in this condition and in others, and at this stage I 
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should like to utter a warning against indiscriminate blood trans- 
fusions and to emphasize the value of submammary and rectal 
saline, glucose, and coffee. The ambulatory intravenous services 
suggested in England and in other places have done and will do 
harm, even though they will be occasionally useful. The general 
practitioner must be trained in the simplest life-saving devices. 

Again, it is never too late to operate for ruptured ectopic preg- 
nancy. I have been told through the telephone by doctors in the 
country there was little use in coming: the patient would be dead 
before I arrived. I give instructions to raise the foot of the bed, to 
give rectal saline, and to get the patient ready. I have many times 
operated in country cottages on a kitchen table, and I would 
rether operate for ruptured ectopic pregnancy on a kitchen table 
on the spot than move the patient to a well-appointed theatre. The 
gynaecologist is often up against this problem, and he should 
bear this dictum in mind. I know instances in which the patient 
was moved from 12 to 20 miles and died on the steps of the 
nursing home. 


Unusual or Specially Dramatic Cases. 


Many varieties of ectopic gestation have been described by 
various authors. I have only once met a case of double ruptured 
tubal pregnancy, and the only significance in this is the danger that 
when one tube has been dealt with it is easy to overlook the other. 
The second tube should be examined in all instances. Apart 
from the danger of missing a second ectopic pregnancy, it is more 
than important to leave the other tube in as healthy a condition as 
possible and free from clot, to avoid future sterility. 

I have been unlucky in meeting only two cases of concomi- 
tant intra-uterine and extra-uterine pregnancy. This abnormality 
is easy to miss and must always be thought of. On one occasion 
I had performed a vaginal repair. The patient was due to leave 
the nursing home when she complained of sudden and violent 
pain. An early ruptured ectopic pregnancy was diagnosed and 
an operation saved an awkward situation. The pregnancy was 
too early to diagnose at the time of the first operation. 

One of my patients who lived ten miles from Dublin and 
whose brother was a medical student, was lying down one after- 
noon, when she stretched her hand up to get something to read. 
She happened to chance on a textbook on obstetrics, and opened 
the page at ‘‘Tubal Pregnancy’’. As she read it she felt some 
slight haemorrhage. She got up and came straight into Dublin. 
By the time she arrived at the hospital she had collapsed, and it 
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was only just possible to save her life. Many other examples 
could be cited. 


Prognosis After Operations for Tubal Pregnancy. 


With a perfectly performed operation there should be no 
lasting ill results. There certainly should not be any deaths. 
Deaths occur from overdoing the toilet of the peritoneum, from 
blood transfusions in extremely anaemic cases, from wrong diag- 
nosis, from postponing operation, and very occasionally from 
sepsis. 

In spite of all care there may be future sterility. This may 
be due to involvement of the tubes in inflammation. But it may 
also be due to not making certain that the uninvolved tube is 
free from adhesions. 


Statistics. 


Figures in relation to operations are usually very dull, and ! 
shall survey my figures which embrace all cases which have 
occurred in my practice at Mercer’s Hospital, the Rotunda 
Hospital, Steeven’s Hospital, and in my private practice. At the 
date of the writing of this paper there have been 214 cases in all: 
as already stated I have omitted ovarian and abdominal preg- 
nancies. In this series there was not any mortality, and beyond 
the anxiety following operation on acute and nearly moribund 
cases the only complication was an occasional post-operation 
bronchitis. 


Varieties. 


These were as follows: 4 interstitial, 141 isthmial, 38 
ampullary, 31 tubal abortions. Of these 17 occurred in women 
who had not missed any period, This is a very significant feature 
and one which is not duly stressed in textbooks. Several of the 
really acute emergencies were of this variety, and it is difficult 
to sufficiently emphasize the necessity for diagnosing this type: 
the matter has already been referred to. There were 197 under 
three months, i.e. before the formation of the placenta, and 17 
were over three months. There were 37 really acute emergencies, 
i.e. the patients were in extremis: most of these operations were 
performed in the country away from hospital surroundings. A 
study of age incidence in the series did not give any information 
of value. 
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Follow Up. 


I was able to follow up the subsequent histories of 158 
patients under review. None of these had any complaints beyond 
vague abdominal discomfort; 118 had subsequent pregnancies. 
This means that 40 were afterwards sterile. This is a very real 
danger, and the necessity for dealing with the toilet of the tube 
cannot be exaggerated. I had the opportunity to investigate 18 
of these sterile patients. Ten of them had closed tubes. In spite 
of salpingostomy only two became pregnant. The other eight had 
apparently normal tubes, and a simple dilatation and insufflation 
with carbon dioxide brought about pregnancy in four instances. 

There was nothing else of note in the answers to my question- 
naire. 

SUMMARY. 


1. The cause of tubal pregnancy is not known—various 
theories are given. 

2. The only means that can be suggested to prevent the occur- 
rence of tubal pregnancy are: (a) making sure that the ovarian 
function is normal; (6b) that coitus should take place only at the 
time of ovulation; (c) good obstetrics to prevent infection in the 
tubes; (d) prophylaxis against venereal disease. 

3. The textbook picture of tubal pregnancy is often fallacious. 

4. Various methods of diagnosis are described. The con- 
clusion reached is that a good clinician should nearly always be 
able to make a diagnosis without the help of the laboratory. 

5. Treatment is simple. Laparotomy should always be per- 
formed. There is scarcely ever a necessity for blood transfusion. 
Drainage should not be carried out. 

6. The worst factor in prognosis is sterility. 

7. There were 214 cases in this series without mortality. 


REFERENCES. 


1. Westman. Journ. Obstet. and Gynaecol. Brit. Emp., 1937, xliv, 821. 

2. Frankel and Schenck. Amer. Journ. Obstet. and Gynecol., 1937, 
XXxiii, 393. 

3. Rubin. International Congress Gynaecol. and Obstet., Amsterdam, 1938. 

4. Bortini. Ann. Ostet. Ginecol., 1937, November, p. 1247. 

5. Klaften. Zentralb. f. Gynikol., 1937, May, p. 1936. 

6. Solomons, Bethel, and Falkiner. ‘‘Practical Obstetrics,’’ Oxford Med. 
Pub., 1937, 267. 

7. Deelman. ‘‘Der Histopathologie der uterusmucosa,’’ Thieme, 1933, 24. 

8. Siddall and Jarvis. Surg. Gynecol. and Obstet., lxv, 6, 820. 

g. Teacher. ‘‘Manual of Obstetrical and Gynaecological Pathology,”’ 
1935, 316. 


654 


ile 
: 


Transposition (Interposition) of the Uterus for Severe 
Uterine and Vaginal Prolapse 


BY 


J. St. GEORGE WILSON, 


M.C., M.B., Ch.M. (Liverpool), F.R.C.S. (Eng.), F.C.O.G. 
Hon. Obstetric and Gynaecological Surgeon, Royal Infirmary, 
Liverpool. 


THE nomenclature of this operation is somewhat confused. The 
term “‘interposition’’ was first suggested by Wertheim’ to describe 
it, referring to the fact that the uterus is moved from its normal 
situation to a site between the bladder and the vagina. Later, 
Watkins’ suggested that it should be called the ‘‘transposition’’ 
operation, implying the essential part of the operation of moving 
the uterus from its normal situation. Most writers in America 
associate it with the name of Watkins; European writers with 
that of Wertheim. 

Gray Ward,’ describing his operation, refers to it as the modi- 
fied Watkins’s operation. Crossen* describes it as the ‘‘subvesical 
interposition of the corpus uteri,’’ and in Berkeley’s and Bonney’s’ 
textbook it is referred to as the “‘intervesico-fixation of the uterus.”’ 

History of the operation. In 1894 Diihrssen® performed the 
operation, and described it as ‘* the operative cure of immovable 
and fixed retroflexed uterus,’’ but little notice was taken of this. 
In 1896 Freund’ described an operation, in which he brought 
the uterus down through the posterior fornix and fixed it, un- 
covered, projecting into the vagina. He had previously des- 
cribed an operation, in which he brought the fundus of the 
uterus down into the vagina in order to assist in the closure of 
an extensive vesico-vaginal fistula. 

Wertheim was struck by Freund’s method of curing vesico- 
vaginal fistula, and thought he would try it for cases of extensive 
cystocele. In 1899 he published a description of two operations 
in which he had brought the uterus through the anterior fornix, 
and fixed it in the vagina by freshening the anterior vaginal wall 
over an oval area, and then suturing the body of the uterus all 
round to this area. He thus left the body of the uterus un- 
covered in the vagina. 
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Watkins reported 5 cases upon which he had operated the 
year before, and described to the Chicago Medical Society. He 
claimed to have developed the operation himself from those of 
Diihrssen and Mackenrodt on the cervix and posterior fornix, 
and stated that he had done it before Wertheim. In 1906 he 
published his technique, reiterating his claim to be the origina! 
inventor. In any case his operation was better than Wertheim’s 
original one, in that he covered the uterus over with vaginal skin. 

Schauta’ described an operation, an improvement of Wert- 
heim’s, in which he covered the uterus with vaginal flaps; 
Frankenthal’® wrote that he knew of no better operation than 
this, for cystocele. 

Brose" reported a series of 44 cases with over 80 per cent of 
cures. Coventry and Moe" reported a series of 70 cases, in 
which there were one anatomical failure, and 4 failures sympto- 
matically. Rongy" and his collaborators reported a series, from 
the Lebanon Hospital, of 501 cases, of which 349 were their own 
cases. In this number there were 5 deaths, and 18 cases of 
recurrence of procidentia. 

Everett'* reported a series of 117 cases operated on by dif- 
ferent surgeons in the Johns Hopkins Hospital, Baltimore, with 
four recurrences, and he compares it favourably with treatment 
by vaginal hysterectomy and colporrhaphy. 

Phaneuf" reported the results of operation on 382 cases ot 
utero-vaginal prolapse, 162 of which had been treated by trans- 
position with 5 operative deaths. 


INDICATIONS. 


The indications for this operation are the presence of a large 
cystocele with a small prolapsed uterus, in a woman past the 
menopause. It can also be performed in cases in which there is 
no uterine descent, or in which there is elongation of the cervix. 
but should never be carried out before the menopause unless 
steps are taken to prevent pregnancy subsequently occurring. 
Even then it is not very satisfactory, as the fundus of the uterus 
is rather bulky to fit into the extra-peritoneal subvesical space. 


OPERATIVE TECHNIQUE. 


The patient is prepared, by shaving and washing, as for any 
vaginal plastic operation. The vagina is douched and packed 
twice daily with a sterile boracic pack, preferably for 2 days. 
If there is much swelling and oedema of the cervix, or if there 
is any ulceration of the cervix or vaginal wall, rest in bed and 
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packing should be carried out until the cervix is reduced in size, 
and the ulcer is healed. 

The patient is put in the lithotomy position, and the vulva 
and vagina are finally disinfected with 10 per cent dettol. 

The operation is begun as in the classical Fothergill opera- 
tion. The cervix is seized with the vulsellum and pulled down 
to the introitus. A sound is introduced, and if the uterus is 
found to be elongated, the cervix is amputated. Even if the 
uterus is not elongated, if the cervix is adenomatous, a small 
piece is amputated. If the cervix is to be amputated the canal is 
first dilated with graduated dilators. 

A pair of Kocher’s forceps is then fixed just below the urethral 
orifice to mark the apex of the inverted V incision which is next 
made, to mark out the area of the anterior vaginal wall which it is 
wished to reflect. The limbs of the V cross the sides of the cervix, 
at about the distance from the external os at which it is decided 
to amputate it. These incisions are then joined behind the cervix 
at the junction of the posterior vaginal wall. 

If the cervix is not to be amputated, the outer ends of the 
limbs of the V stop at the junction of anterior and lateral fornices, 
and are joined by an incision across the anterior fornix in front 
of the cervix (Fig. 1). The vaginal flap so marked out is reflected 
downwards (Fig. 2) and the attachment of the fascia covering 
the bladder to the anterior wall of the cervix is exposed (Fig. 3). 
This is divided transversely at the lower end of the wound, and, 
with a little gauze dissection, the bladder is easily pushed up the 
front of the lower part of the uterus until the reflexion of the 
utero-vesical fold of the peritoneum is seen (Fig. 4). 

At this stage, if the cervix is to be amputated, this is next 
done by the guillotine method, and the cut edge of the vaginal 
wall is sutured over the stump to the cervical canal behind, and 
on either side. 

The utero-vesical pouch of the peritoneum is then opened 
transversely (Fig. 5) and a small retractor placed through the 
opening, to hold the bladder forward (Fig. 6). A single tooth 
vulsellum is then put into the pelvic cavity and the body of the 
uterus is seized as high as possible (Fig. 7). It is then slowly 
pulled into the vagina extremely anteverting it without altering 
the grip of the vulsellum, and the latter is kept im situ until all 
the sutures have been placed (Fig. 8). This is to prevent exces- 
sive oozing from the body of the uterus. 

The body of the uterus is pulled down until its posterior wall 
is easily visible, and the upper edge of the aperture in the perito- 
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neum, through which it has been pulled, is sutured as low down 
as possible on the back of the uterus by three interrupted sutures, 
one in the middle line, and one at either extremity enclosing the 
Fallopian tubes (Fig. 9). The uterus is then pushed back into 
the bed consisting of the cut edges of the vagina on either side, 
and the peritoneum which is attached to its lower margin. 

Three sutures are then passed from side to side of the aperture 
in the anterior vaginal wall, passing through the anterior wall of © 
the uterus as they cross the middle line (Fig. 10). The top suture 
is put as high, i.e. as near the bladder and urethra as possible. 
These sutures are left untied, and are fixed out of the way to the 
sheet covering the patient, until the anterior vaginal wall has 
been repaired (Fig. II). 

The anterior vaginal wall is then sutured with interrupted 
sutures, beginning at the cervix and working upwards towards 
the urethra (Fig. 12). When this has been done, the three deep 
sutures are tied in succession from below upwards. These have the 
effect of bringing the front of the uterus up to the back of the 
anterior vaginal wall, and so filling-in the dead space, and pre- 
venting a collection of blood in this situation. Oozing from the 
uterus, which is often produced by the introduction of these 
sutures is also, as a rule, stopped by tying them (Fig. 13). 

This completes the transposition operation proper. In cases 
in which the cervix has been amputated a pack is put through 
the canal into the uterus. The posterior vaginal wall is usually 
repaired together with the introduction of mattress sutures in 
the perineum, as in the classical Fothergill operation. 

The suture material used throughout is Graf’s iodized catgut, 
No. 3 size. 


ADVANTAGES OF THIS OPERATION. 


(1) In cases of very marked anterior vaginal prolapse, much 
greater support to the bladder and anterior part of the pelvic 
floor can be given by this method than by an ordinary colpor- 
rhaphy, for in association with the great stretching of the anterior 
vaginal wall there is usually a marked thinning of the muscular 
and fascial layers in relation to it, and the body of the uterus used 
in this way is an added source of strength. It is mechanically 
impossible for the bladder to sag down again, since the uterus is 
below it, so that the recurrence of anterior vaginal prolapse is 
extremely unlikely. 

(2) In order to effect a cure, less of the vaginal wall need be 
removed, and consequently undue narrowing of the vagina is 
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avoided and there is, therefore, not so much risk of causing 
subsequent dyspareunia. 

(3) In frail and debilitated women, whom it is dangerous to 
keep very long in bed after an anaesthetic, the transposition 
operation can be performed alone, i.e. without colpo-perineor- 
rhaphy, with satisfactory results. In these cases the patients 
can be allowed out of bed within a week without any harmful 
results. 

American gynaecologists speak of allowing patients who have 
undergone colporrhaphy and perineal repair to get up in 3 or 4 
days. I can never allow patients to do so in less than 2 weeks. 


THE DISADVANTAGES. 


(1) The peritoneum is opened, and consequently it is a slightly 
more risky operation. The one death in my series was due to 
septic peritonitis. 

(2) It can only be carried out safely after the menopause. In 
the early days when it was performed before the menopause, 
pregnancies occurred, and gave rise to a good deal of trouble. 
If it is performed before the menopause, as I have twice done it, 
great care must be exercised to remove the Fallopian tubes, or 
otherwise sterilize the patient. In any case, during adult life, the 
body of the uterus is really too big for the space, and usually a 
portion needs to be removed. 

(3) In the event of the necessity for hysterectomy later, that 
operation is made more difficult. I once heard a surgeon com- 
plain bitterly about the difficulty of removing a uterus which 
had been so transposed, the fundus of which had become the seat 
of carcinoma. 

I had difficulty in removing the uterus by the vaginal route 
in one of the patients on whom I had performed this operation, 
before the menopause, who developed menorrhagia with some 
recurrence of anterior vaginal prolapse associated with breaking 
down of the perineal repair. 

It has been said that the displacement of the bladder is 
marked, and is likely to give rise to dysuria. I have not found 
that the bladder is affected any more than in the case of 
Fothergill’s routine operation. 

In skiagrams of cystography in cases of transposition (Fig. 14) 
Fothergill’s operation (Fig. 15) and no plastic operation at all 
(Fig. 16) there is not much difference in the bladder site and 
outline, 
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PERSONAL CASES. 


I operated on my first case on February oth, 1923, and have 
now performed the operation 53 times with one operative death. 

In only 2 cases have I undertaken it before the menopause, 
and in these I was careful to sterilize the patient—in one case by 
removal of the Fallopian tubes and a portion of the fundus of the 
uterus, and in the other by Madlener’s method. In the second 
of these cases I had subsequently to remove the uterus for 
menorrhagia, and this I did with some difficulty by the vaginal 
route, as there was some recurrence of the anterior vaginal bulge. 

I have cured three elderly nulliparae with this operation in 
two cases combined with a myomectomy, and for this type of 
patient I consider it to be particularly useful. 

Ina recent follow-up letters were sent to 35 patients requesting 
a visit or a report (14 cases operated on during the last 6 months, 
and 4 cases of unknown address were omitted). Sixteen wrote to 
say they were very well and had no symptoms; Ig were seen 
and examined. Of these one had complained of a return of pro- 
lapse tor which she was again wearing a ring pessary. 

On examination prolapse of the middle portion of the posterior 
vaginal wall was seen above the perineorrhaphy. 

Two patients had dyspareunia and in one the vagina was 
almost completely stenosed. 

One patient had backache, and on examination was seen to 
have developed a small enterocele in the posterior fornix. 

Two patients had some bulge of the anterior vaginal wall. 
but without symptoms. 

Four other patients were reported by their doctors to be 
without complaints. 


Fatal Case. 


This patient died on the fourth day after operation without 
very many symptoms. 

Post-mortem examination revealed the presence of acute sup- 
purative peritonitis as the cause of death. 

The pelvic organs were removed intact, and on examination 
it was found that there was a small haematoma in the right pelvic 
wall. 

The Fallopian tubes and ovaries could be seen protruding 
through the peritoneum at the base of the bladder which was 
resting on the fundus of the uterus, which did not appear to 
project unduly into the cavity of the former. 
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An Unusual Congenital Abnormality of the Vagina* 


BY 


A. A. GEMMELL, M.D., B.Ch,. (Cantab.), F.R.C.S.E., F.C.O.G., 
H. F. WooLFENDEN, M.D., B.Ch. (Liverpool), F.R.C.S. (Eng.), 
AND 


J. ERNEST FRAZER, D.Sc., F.R.C.S. (Eng.). 


THE patient was a single woman, aged 22 years. In 1933, shortly 
after the first coitus, she had an attack of cystitis and pyelitis 
which cleared up in a few weeks on medicinal treatment. There 
had been pain in the left renal region intermittently since, with 
an acute exacerbation on December 30th, 1933. The attack 
settled down, but recurred on January 6th, 1934, and she then 
noticed a lump in the vulval region for the first time. During the 
following 24 hours the lump slowly increased in size until it 
reached the size of a large damson. 

The patient was examined by one of us (A.A.G.) on January 
7th, 1934, and there was then definite tenderness over the left 
kidney. On vulval inspection it was seen that what appeared to be 
the anterior wall of the urethra was prolapsed, inflamed, and 
strangulated. The passage of a catheter seemed to confirm this 
diagnosis. The mass was easily reduced, during which process the 
pain in the left side was increased. A self-retaining catheter was 
inserted and treatment of pyelitis instituted. The patient im- 
proved and, while in hospital, the X-ray appearances of the left 
kidney were normal, and injection of uroselectan showed a normal 
pyelogram and normal renal function on both sides. 

Re-examination of the bladder shadow (Figs. 1 and 2) in the 
light of further knowledge of the case shows an area, x, which is, 
in fact, the mass, later proved to be a vaginal diverticulum. An 
explanation cannot be offered for the appearance of the diver- 
ticulum as a translucent ring with an indifferent centre. The two 
plates were taken with an interval of 40 minutes between them. 
The size of the ring corresponds with the size of the specimen. 
The size, shape, and position of the translucent ring remains 

* Amplified from a case record read to the North of England Obstetrical 
and Gynaecological Society on February 25th, 1938. 
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constant in the two pictures, while the neighbouring gas shadows 
have altered. 

The patient left hospital on March 22nd, 1934, but was 
re-admitted on May 24th, as the mass kept coming down. On 
the next day a diamond-shaped colporrhaphy, about 1 inch long, 
was carried out low down on the anterior vaginal wall, and a 
wedge was excised from the lower border of the greatly dilated 
urethral meatus. At the time of this operation bimanual 
examination did not reveal any abnormality of the vaginal walls. 
Fig. 3 shows the appearance of the mass at the time of this 
operation. 

Within 4 days the mass prolapsed again, and the patient was 
transferred to the care of H. F. Woolfenden. After a short 
interval, further operative treatment was undertaken. The 
urethral orifice now admitted an index finger (circumference 2} 
inches). Abnormality could not be felt in the bladder, and on 
account of the size of the urethra, cystoscopy was considered 
impracticable. The bladder was opened through a suprapubic 
incision, and a large tongue-like projection was found attached to 
its posterior wall. This was seized with tongue-forceps and easily 
brought out of the wound. It did not have any pedicle, and 
merged into the vesical wall. The mucous membrane was con- 
gested for a distance of about 2 inches, and then was continuous 
with normal membrane. The line of differentiation was definite, 
and obviously corresponded to the junction of the portion which 
had prolapsed through the urethra, and the portion which had 
remained inside the bladder. 

After carefully searching this mass for the ureteral openings, 
it was clamped and resected. On cutting it across, the interior 
was found to be hollow and lined by mucous membrane. The cut 
edges were sutured, and the suture line returned to the bladder. 
The suture line was now examined by a finger in the vagina and 
one in the bladder, and found to lie between them. The bladder 
was drained both suprapubically and per urethram for to days. 
The patient made an uninterrupted recovery, and has remained 
perfectly well since. Fig. 4 shows the diverticulum which was 
removed. It is considerably shrunken since removal. 

A section through the wall of the diverticulum (Fig. 5) shows 
it to be covered by normal vesical epithelium on one side, and 
somewhat atypical vaginal epithelium on the other. 

It is regrettable that this case is incomplete in two important 
particulars: (1) There is not any evidence of any direct com- 
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DIAGRAMS TO SHOW HOW THE DistTaL END OF THE WOLFFIAN (MESONEPHRIC) Ducr (W) 
CHANGES ITS LEVEL OF OPENING INTO THE UROGENITAL SINUS (C). 


The first, A, shows the duct reaching the dorsal aspect of the bladder (C) with the 
ureter (UR). Behind and below this the duct makes a loop, and in B the distal limb of 
this loop is fused with, and embedded in, the cellular lining layer of the bladder or sinus, 
so that the upturned end of its lumen lies in this epithelial wall and is separated from the 
general cavity of the sinus by an epithelial septum, made by fusion of the two layers 
concerned. A section across the structures here would show, as in C, the duct cut in 
two places, and that portion embedded in the dorsal wall of the bladder separated in 
front from the cavity of this organ by S, the septum mentioned above. These 
arrangements are shown schematically from the side in D. When the septum, S, breaks 
down, the cavity of the embedded part of the duct becomes continuous with that of the 
bladder, so that now the direct opening of the duct into the sinus would be at the lower 
level, X, instead of at its original level Y. E is intended to show schematically the 
proposed explanation of the conditions in the described specimen. The fused Miillerian 
ducts are shown behind the Wolffian structures (W). These last do not appear to have 
reached their proper low level of the loop. The Miillerian ducts are forming Miillerian 
bulbs (M), which are invaginating the dorsal wall of the sinus, and are forming the lower 
part of a normal vagina. This invagination, then, has the lower level, II, while I, which is 
the level at which the Miillerian ducts, following the Wolffian ducts, may come first into 
contact relation with the wall of the sinus. Thus if an invagination were to take place 
here, it would make an abnormal vaginal aperture in the apposed portion of the bladder 
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munication between the normal vagina and its diverticulum prior 
to the second operation. (2) The exact relation of the ureteric 
orifices to the base of the diverticulum is unknown. 

A careful search of the literature has failed to reveal any record 
of a case comparable to the above. The following explanation of 
the abnormality is offered (J.E.F.). 

It is a matter of common knowledge that the site of implanta- 
tion of the caudal end of the Wolffian duct changes during 
development, being at first in the neighbourhood of the ureteric 
opening into the bladder, but ultimately at a much lower level, in 
the prostatic urethra. In the female a similar change takes place, 
and in both sexes the change is only possible because the duct 
forms a loose loop dorsal to the rudimentary bladder. The duct 
is composed of a single layer of epithelioid cells lining a tube of 
thin, indifferent mesoderm, and as the distal limb of the loop 
comes into close contact with the dorsal wall of the urogenital 
sinus it sinks into or becomes included in this as shown in the 
diagram (Fig. 6). Thus, its opening remains practically at its 
original higher level, and its lumen is separated from that of the 
sinus by the layers of epithelial cells within which it is embedded 
(Fig. 6, B and C). The mesodermal wall of the duct, which is 
derived only from surrounding mesoderm, apparently disappears 
by fusing with that of the sinus. 

The next process is the destruction of the epithelial septum 
between the lumen and the sinus cavity—as this breaks down, 
continuity with the old site of opening is lost (see diagram) and a 
new level of aperture for the duct comes into existence. 

The final lower level reached in this way is that of the opening 
of the ejaculatory duct in the male. In the female the level is 
reached by the end of the second month, at least, and it is 
important to note that the fused Miillerian ducts grow along the 
Wolffian ducts, so that the final position of these determines the 
situation of contact between Miillerian ducts and sinus—which 
occurs about the end of the second month. As the Miillerian 
ducts grow downwards the Miillerian bulbs are formed and extend 
downwards behind the sinus, invaginating it to form the lower 
part of the vagina and its hymeneal formation. 

In the present case it would seem that, either by Miillerian 
precocity or Wolffian delay, the former ducts made contact with a 
sinus at a higher level than normal, where, in fact, the sinus was 
forming the bladder, and invaginating it here as in the normal 
process. Herice we have an apparently normal vagina with a 
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‘‘normal’’ invagination in an abnormal place, carrying on its 
extremity a potential hymen. 

This would seem to offer a good developmental account of the 
vesico-vaginal condition; there is not any developmental associa- 
tion with renal formations, apart from the fundamental ureteric 
outgrowth from the Wolffian duct, and there does not seem to be 
any reason to bring this into consideration. 


Subcutaneous Haemangeio-Endotheliomata 
Associated with Pregnancy 


BY 


ALBERT Davis, M.D., Ch.M. (Man.), F.R.C.S. (Eng.). 


Hon. Gynaecological Surgeon to Out-Patients, the French 
Hospital; Gynaecologist and Obstetrician to St. Giles and Dulwich 
(L.C.C.) Hospitals. 


THE occurrence of subcutaneous haemangeio-endotheliomata 
during pregnancy is an interesting and by no means uncommon 
phenomenon. They may appear de novo or there may be a rapid 
spontaneous increase in size in a previously existing but appar- 
ently stationary tumour. In the great majority of cases the patho- 
logy is that of a simple naevus, but sometimes rapid infiltration 
of the deeper tissues supervenes, and it is the occasional occur- 
rence of these locally malignant haemangeio-endotheliomata 
which is of clinical importance and which has prompted the pub- 
lication of this paper. ° 


CLINICAL FEATURES. 


The tumours may appear anywhere, but they are most 
commonly seen on the face. In this situation they are usually 
placed around the eyes (Figs. 1, 2, 3), and it is a striking fact that 
the area most commonly occupied corresponds closely to the pig- 
mented field of the chloasma uterina of pregnancy (Fig. 4). The 
brow, the nose, and the chin are not, however, uncommon sites, 
and it is notable that in the latter the tumour is usually placed 
in the middle line (Figs. 5, 6, 7, 8). Other parts occupied, though 
less frequently, are the breasts (Fig. 9), the arm (Figs. Io, 11), 
and the umbilical region of the abdomen, while the lower ex- 
tremity and the fingers (Figs. 12, 13) are the least commonly 
affected. 

The tumour presents as a pigmented warty growth projecting 
under the superficial layers of the skin. The epidermis is usually 
intact, being broken only by external interference or when the 
tumour becomes malignant. In the simple cases it is situated 

667 


= 
. 
a 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


entirely within the dermis, and can be moved freely upon the 
deeper lying tissues. It is almost invariably single, though very 
rarely multiple, and is often combined with marked pigmentation 
elsewhere. There is also very commonly an associated enlarge- 
ment and naevoid dilatation of the surrounding veins (Fig. I). 

The growth usually appears in the fifth or sixth month of 
pregnancy, and continues growing very slowly until a similar 
period after parturition, when it as gradually regresses. Occasion- 
ally it disappears completely but, as a rule, a small residual 
wart remains. Similarly, when a pre-existing growth has enlarged 
during pregnancy, it returns to its original size some time 
afterwards, and the same process may be repeated in one or more 
subsequent pregnancies. 


MALIGNANCY. 


In the great majority of cases the tumours are simple, but 
occasionally malignant changes supervene: this must, however, 
be very rare. It occurred in only one of my own cases (Fig. 12), 
the history of which is as follows: 


Mrs. A.B., 23 years of age, was 16 weeks pregnant. She had a small 
swelling of 10 weeks duration at the base of the ring and little fingers of 
the right hand. It began as a small nodule under the skin, and grew 
very rapidly until it ulcerated through the skin two weeks ago. There 
was not any history of trauma. Pain was not experienced except on 
pressure or full finger extension. The patient had several attacks of 
local haemorrhage due to accidental trauma. 

Examination. There was a tumour the size of a small grape projecting 
through the skin of the palm just below the third interdigital space of 
the right hand. It was crimson in colour, and almost completely 
spheroidal, with a broad sessile base. The surface was ulcerated with 
necrotic spots, and there were two very small accessory tumours situated 
immediately distal to the main one and exhibiting the same characteristics. 
The tumour was freely mobile, and finger movements were perfect. There 
was not any glandular involvement. 

Operation. Under local anaesthesia the growth was dissected away, 
together with a liberal amount of skin and surrounding tissue. It was 
found extending to, but not actually involving, the subjacent flexor tendon 
sheath, being limited entirely to the subcutaneous tissue. 

Pathology. Macroscopically (Fig. 14) the growth is seen to be a 
subcutaneous tumour projecting through the skin, and surrounded by a 
narrow fibrous capsule. Nearly a third of its substance is occupied by a 
large cavernous blood-space. Microscopically (Figs. 15 and 16) it presents 
the typical appearance of a very vascular haemangeio-endothelioma. 

Result. The wound healed by first intention. There was not a sign 
of recurrence after 6 months. 
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Fig. 1. 
Haemangeio-endothelioma beneath the right orbit. It is implanted on a 
previously existing naevus, and is surrounded by dilated superficial veins. 


a 
= 


FIG. 2. 
Haemangeio-endothelioma below the left orbit. It is associated with 
diffuse pigmentation of the face. 
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Fic. 4. 
Typical choasma uterina. The pigmented area is the site of election for 
haemangeio-endotheliomata. 
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Haemangeio-endothelioma of forehead. 


Fic. 5. 


Fic. 6. 
Haemangeio-endothelioma in middle line of nose. 
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Fic. 7. 
Lateral view ot the haemangeio-endothelioma shown in Fig. 6 to show its 
projection above the surface. 
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Haemangeio-endothelioma in middle line of chin. 
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Haemangeio-endothelioma of breast. 


‘ 
: 


20 


Fic 


io-endotheliomata of arm. 


Multiple haemange 


| 


Fic. It. 
Multiple haemangeio-endotheliomata of arm and breast. 
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Fic. 12. 
Malignant haemangeio-endothelioma of palm. 
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Fic. 13. 
Malignant haemangeio-endothelioma of finger. 
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Fic. 14. 
Cross-section of malignant haemangeio-endothelioma of palm. 


FIG. 15. 


Section of specimen shown in Fig. 
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Fic. 16. 
High-power view of part of Fig. 15. 
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A very similar case came under the care of Mr. Osmond Clarke 
(Fig. 13), and I am indebted to him for the following notes: 


Mrs. E.W., 24 years of age. A swelling appeared on the right little 
finger over the terminal joint 3 weeks ago. There was not any history of 
injury. The skin broke 4 days ago, but there was not any pain, only 
tenderness on pressure. 

Examination. There was a soft fleshy swelling the size of a pea in the 
position indicated. It was reddish brown in colour, ulcerated, and bled 
freely on touching. 

Operation. Tumour shelled out from its bed without much difficulty— 
it was not attached to the skin margins in any place. It was sur- 
rounded by a greyish fibrous capsule and was attached to the extensor 
expansion. 

Pathology. The tumour, on the whole, appeared histologically to be 
an angeio-fibroma, but parts were suspicious of angeio-sarcoma. 

Result. There was not any evidence of recurrence after 2 months, but 
patient was to have prophylactic X-ray treatment. 


In a third case of cognate interest the tumour appeared over 
the hard palate. 


Mrs. D.G. was 20 weeks pregnant. She noticed a small wart in the 
roof of the mouth, palpable with the tongue for several weeks. It was 
not painful, but its presence was permanently obvious on account of 
slight pressure tenderness. There was not any haemorrhage. 

Examination. There was a small, mulberry-coloured, warty growth 
the size of a small pea projecting under the mucous membrane of the hard 
palate, in the mid-line and half an inch in front of the uvula. It was not 
ulcerated and there was not any apparent glandular involvement. 

Operation. Fairly wide removal under general anaesthesia. The 
growth extended down to, but did not involve, the palatal periosteum. 

Pathology. The growth is an endothelioma of the salivary gland 
type, with many vascular spaces. 


DISCUSSION. 


Quite apart from any connexion with pregnancy, the haeman- 
geio-endotheliomata are a curious and interesting group of 
tumours. The name was originally suggested by Mallory,’ who 
grouped under this term those tumours which show a definite 
proliferation of endothelial cells and new blood-vessel formation. 
Ewing’ states that they chiefly occur in the skin itself, but are 
histologically identical with the similar tumours found by Neu- 
werk in the femur. The growth consists of a large number of 
small vessels lined by hypertrophic and neoplastic endothelium 
(the so-called epithelioid cells of Mallory). The vessels usually 
maintain a scanty lumen, but the proliferation of the endothelium 
may obliterate them and yield compact groups of cells. This pro- 
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liferation always extends outwards, invading the surrounding 
tissues so that the endothelial cells cannot be differentiated from 
the cells of the growth (McDonagh’). In this form the tumour 
is virtually an endothelioma, or in this and the transitional forms 
it may be designated as haemangeio-endothelioma. Distension of 
the cellular vessels may also occur, giving a cavernous variety of 
the tumour. In many simple angeiomiata, especially in the growing 
edges and in fat lobules, the structure is that of this ‘‘haeman- 
geioma hypertrophicum’’. Pure tumours of this type are usually 
progressive, and if very cellular may exhibit local malignancy. 
Sometimes the tumours exhibit a yellowish colour—the naevo- 
xantho-endotheliomata of McDonagh—this being due, according 
to Mallory, to the deposition of fat and blood-pigment in the 
endothelial cells. They may also be multiple. (Jacoby, Wise, 
Gottheil,” Lindau.) 

The exact nature of these tumours is still under dispute. Some 
pathologists agree with Hertzler® that many tumours previously 
accepted as of endothelial origin are now known to arise from 
nearby epithelium, and Fick’ supports this view by stating that 
the endothelial cells of cutaneous haemangeio-endotheliomata are 
really metaplastic from the skin epithelium of the sebaceous 
glands. Both he and Krompecher’’ deny the existence of endo- 
theliomata completely, but tumours identical with the haeman- 
geio-endothcliomata described in the skin have been found in 
other organs where there are no sebaceous glands. They occur 
in the thyroid (Hedinger,'' de Quervain,’* Rice,’* Usui,’* 
Wegelin,’® Winnen"’), spleen (Provera,’’ Zeno'*), testis (Deli- 
tala,’® Icasati*’), liver (Puhr,”’ Gray,”* Goodale**), brain (Cush- 
ing and Bailey”), bones (Kolodny*’), tendon sheaths (Ewing”*), 
palate (Dentice’’), ovary (Carabba**’), larynx (Smith’*), and peri- 
toneum (Cannata*’); and it must be admitted that the application 
of Fick’s dictum to these very diverse organs is stretching the 
metaplasia theory a little too far. Similarly they are not con- 
nective-tissue tumours, as has been suggested, for the spaces are 
definitely lined with endothelium. They have, however, some 
original relation with connective tissue, for, as McDonagh points 
out, the embryonic cells of the primary vascular cords form not 
only the endothelial vessel walls but also the surrounding connec- 
tive tissue. Now one glance at the structure of these tumours 
shows their essentially embryonic nature—they are almost identi- 
cal, except for the infiltration, with primitive capillary tissue— 
so that they should seem to be originally of mesodermic origin. 
It would appear, therefore, that the term haemangeio-endo- 
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thelioma is adequately descriptive both of their origin and of their 
microscopic appearance. 


CONNEXION WITH PREGNANCY. 


The most interesting aspect, however, from the clinical point 
of view, is the association of the tumours with pregnancy, for 
while dermatologists are unanimous in stressing their rarity, I 
have been able to collect as many as 11 cases from antenatal 
clinics in the comparatively short period of two years. Malig- 
nancy is still more rare, yet of these cases 3, including Osmond 
Clarke’s, were definitely rapid growing and widely infiltrative. 
It would appear certain, therefore, that there is some connexion 
between the physiological process of pregnancy and this par- 
ticular kind of growth. 

The precise nature of the connexion is impossible to specify, 
but there are some collateral facts which help in its elucidation. 
In the first place the close relation between these growths and 
ordinary subcutaneous naevi is immediately apparent. Now it 
is not infrequent, as Stallworthy has pointed out, for naevi to 
appear spontaneously during pregnancy, and similarly for pre- 
existing birthmarks to enlarge during that period. Further- 
more the sites of election for these haemangeiomata are precisely 
those generally occupied by the endotheliomata just described. 
The connexion is additionally stressed by the occasional co-exist- 
ence of the two tumours, one being apparently grafted upon the 
other (see Fig. 1). It may be assumed, therefore, that the origin 
of both is identical, the endothelioma being the expression of a 
particularly exaggerated growth stimulus. 

The precise origin of the simpler naevi is disputed. They are, 
of course, commonly congenital, but they often appear for the 
first time at puberty (Cockayne*’) or during pregnancy. Ribbert*’ 
thought they were due to some embryonic disturbance of the 
epithelium, combined with capillary dilatation, while both 
Schmieden* and Kettle** believed the latter factor alone to be 
responsible. It is, however, a little difficult to understand why 
previously normal capillaries should suddenly dilate, and it 
seems more satisfactory to regard these naevi as definite new 
growths, a theory which also explains their spontaneous appear- 
ance in later life. 

The reason why both naevi and haemangeio-endotheliomata 
appear during pregnancy is still more obscure. It is, of course, 
well known that the rate of growth of most types of previously 
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existing tumour is increased at this time, and it is possible that 
the additional stimulus may be responsible for endotheliomatous 
changes in a simple angeioma. The problem of the origin of the 
new tumour is more difficult. My own view is that some con- 
genital embryonic anomaly of the local blood-vessels was origin- 
ally present at the site, the subsequent tumour growth being 
actuated by the hormonal changes associated with gestation. 

The particular hormone involved is probably folliculin, the 
carcinogenetic properties of which have been recently demon- 
strated by Lacassagne** and others. The follicle-maturing hor- 
mone of anterior pituitary has either no effect on the growth oi 
tumours (Bischoff**) or actively inhibits it (Nitta*’), and it is 
possible that the prolan diminution in the second half of preg- 
nancy is responsible for a relative folliculin release, with subse- 
quent tumour stimulation. This reasoning is, of course, highly 
theoretical, and until further light is shed on the complicated 
hormonal interactions associated with pregnancy the aetiology 
of the growths associated with it must remain obscure. It must 
be remembered, however, that tumours of the haemangeio- 
endotheliomatous type can be initiated by pregnancy, and that 
while usually benign, they may occasionally exhibit signs of at 
least local malignancy. 
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Pregnancy in a Bicornute Uterus 


BY 


O’DoNEL BROWNE, 
M.B., B.Ch. (Dub.), F.R.C.P.1., F.C.0.G. 
King’s Professor of Midwifery, Trinity College, Dublin; 
Gynaecologist, Sir Patrick Dun’s Hospital, Dublin. 


THE uterus bicornis unicollis and uterus bicornis subseptus arise 
from faulty fusion of the Miillerian ducts. These malformations 
and developmental errors are not very common, and are but 
rarely reported in association with pregnancy. 

The history now outlined concerns an instance of either a 
uterus bicornis unicollis or bicornis subseptus; it is at present 
impossible to be more precise as to the exact type. 

The patient was first seen in April, 1934, one year after her 
marriage. She was then 26 years old and about 5 months preg- 
nant, being due for her confinement-on August 15th. On 
vaginal examination the cervix and pelvis were normal, but a 
cyst was noted in the left antero-lateral vaginal wall sulcus about 
I inch inside the vaginal introitus. This was under tension, 
mobile and about the size of a golf ball, and its treatment was 
not considered necessary at that time. 

The pregnancy continued normally and labour began spon- 
taneously before the expected date of confinement, being com- 
pleted easily by the low forceps after 12 hours’ labour under 
scopolamine and omnopon. At the time of delivery the cyst in 
the vaginal wall bulged below the head and was punctured with 
a perineum needle, clear fluid making its escape. The child was 
alive, 6{ pounds in weight, and the puerperium was normal. 

On vaginal examination, 6 weeks after delivery, the cyst in 
the vaginal wall was again present, the uterus being retroposed 
and vertical; the patient had no complaints. Two months 
later another vaginal examination was necessary as there were 
backache and some discharge. The uterus was now fully retro- 
verted, there was a small cervical erosion, but the cyst in the 
vaginal wall had disappeared. The erosion of the cervix was 
treated locally and a Smith-Hodge pessary inserted to correct the 
retroversion, the uterus having first been replaced with the help 
of a bullet-forceps on the cervix. Three months later the pessary 
was removed, and the uterus remained in good position. 
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The patient shortly became pregnant and aborted in the 
country at the end of the second month. On examination some 
8 weeks later the uterus was again found to be fully retroverted 
and a slight excess of leucorrhoea came from the eroded cervix. 
The uterus was curetted and the erosion was treated; the cyst in 
the vaginal wall had disappeared. 

On opening the abdomen the uterus was found to be double 
down to the level of the cervical mass. The right cornu, or body, 
was about one-third larger in all respects than that of the opposite 
side, and it was concluded that both pregnancies had occurred 
in the larger horn. Both uterine cornua, Fallopian tubes, ovaries 
and round ligaments were fully developed. I performed a modi- 
fied Gilliam suspension so that each horn was suspended by its 
own round ligament, the new angle thus formed between the 
two cornua being very wide and suggesting that the operation 
might thus be inapplicable to such cases. Other suspension 
operations were considered, but the operation was completed in 
routine fashion and the convalescence was normal. 

On vaginal examination some 6 weeks after operation both 
cornua were easily identified, the suspension operation apparently 
being successful. 

Six months after the operation the patient was again exam- 
ined bimanually. At this time the right cornu was softened, 
and Hegar’s sign present. The left cornu was not similarly 
altered. This pregnancy, the third, continued normally, and on 
palpation 6 or 8 weeks before term a breech presented while the 
mass of the left uterine cornu was easily palpated, being about 
the size of a 3} months’ pregnant uterus, soft in consistence, 
and very intimately attached to the left border of the uterus. It 
extended upwards to slightly above the level of the anterior 
superior iliac spine, and could be noticed to harden during the 
painless contractions of the pregnant cornu. It is interesting to 
note that such an obvious tumour was not present even at term 
during the first pregnancy. 

This suggests that the suspension operation was responsible 
for the elevation of the non-pregnant cornu from the pelvic cavity. 

Medical induction by castor oil, quinine and pituitary extract 
failed to induce labour within 10 days of term, although the 
breech was deeply engaged in the pelvis. Five days later the 
membranes ruptured spontaneously after 7 hours trial labour, 
and a complete breech was easily delivered after a_ total 
of 10 hours labour under scopolamine and omnopon. The child 
was alive and 7 pounds I ounce in weight. During the attempted 
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medical induction of labour the pregnant and non-pregnant horns 
became tense and underwent simultaneous painful contractions 
during labour. At such times the outline of the non-pregnant 
cornu became very distinct and, as the patient was thin, could be 
recognized by inspection alone. 

The third stage of labour was normal, the membranes being 
expelled together with the placenta as a sac, complete but for 
the one opening through which the child had passed. Thus the 
nature ot affairs in utero was not evident. Coincident uterine 
contractions of the previously pregnant and non-pregnant cornua 
continued and throughout the puerperium, which was normal, 
involution appeared to be equal on both sides; both cornua 
were approximately the same size. The further course of the 
case did not present any abnormality; on examination 6 
weeks after delivery both cornua were once again in anteversion 
with anteflexion. At this time the right cornu was still larger 
than the left. 

This history is given at length because it contains many details 
of interest in an unusual case, and raises many points of interest. 
On consulting the collected literature we read that an unoccupied 
uterine horn hypertrophies and a complete decidua develops 
within it. This is stated to occur “‘sympathetically’’, but presum- 
ably this is incorrect, and should read ‘‘as the normal response to 
hormonic stimulation.’’ It would appear that the hypertrophy 
of the uterine muscle in response to hormonal influence alone 
is limited and that unless there is a body which is increasing 
in size within the uterine cavity the hypertrophy is either very 
slow or cannot advance beyond certain limits. In reviewing our 
experiences with gynaecological cases in which an intra-uterine 
fibroid polypus reaches a large size, we can but presume that 
further development of the uterine muscle would occur in them if 
adequate hormonal influence co-existed, as during pregnancy. 
In such non-pregnant cases, where there is a very large and 
slowly growing intra-uterine fibroid polypus, it has been my 
experience that the layer of muscular wall encapsulating the 
tumour is but poorly developed, and only about the thickness of 
the newly formed, lower uterine segment during labour. 

It is only possible to hazard an opinion as to the probable 
reason for the formation of the lower uterine segment during 
pregnancy. In view of the fact that in this case, both the non- 
pregnant and recently pregnant cornua at term were approxim- 
ately of equal size following expulsion of the placenta, it is 
suggested that the stimulus of an intra-uterine, growing tumour 
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or foetus causes the development of the lower segment while the 
hormonal influence controls the possible degree of hypertrophy of 
the upper segment. It may have been, however, that there was a 
definite, though possibly poorly developed, lower segment in the 
non-pregnant cornu. This point could not be determined accur- 
ately, but it is unlikely since after delivery of the placenta the 
non-pregnant horn could not be dislocated upwards to the same 
degree into the abdominal cavity as was possible in the case of 
the recently pregnant cornu. 

The necessity for some suspension operation is genuine in such 
cases, as Bettmann’ records several instances of rupture of the 
uterus due to the enlarged non-pregnant horn being an obstruc- 
tion within the pelvic cavity. In my particular case the non- 
gravid horn was sufficiently large to have caused obstruction but, 
since it was only recognized when the abdomen was opened, it 
is impossible to state whether it had escaped out of the pelvis 
during the first labour or was not sufficiently large to be an 
obstruction. 

It would have been simple to scarify the adjacent medial 
surfaces of the two cornu without opening their cavities and to 
suture them firmly with catgut or silk sutures, thus obtaining a 
more normal anatomical appearance at the time of the operation. 
This extra step in technique would not appear to be necessary, 
but information is not available on this subject. 

In 1922, Miller’ reviewed 55 cases of pregnancy associated 
with similar uterine abnormality and found fertility relatively un- 
impaired, 91.1 per cent of the married women becoming preg- 
nant. As only 61 per cent of these pregnancies went to term he 
records that there is an apparent increase in the incidence of 
abortion and premature labour in such cases. Miller also states 
that the uterine abnormality was never diagnosed in the cases 
reviewed unless some difficulty arose during labour, and that 
labour was spontaneous at term in all the reported cases. In 
1904, Halban* suggested that a tight vesico-rectal ligament could 
be palpated bimanually in these cases, between the two round 
ligaments, and regarded this as indicative of the condition. 
This has never been confirmed since, nor was it present in my 
case. 

The co-existence of such genital abnormalities has not been 
reported previously in association with pregnancy, although cysts 
of Gaertner’s duct and developmental errors of the Wolffian duct 
alone are not extremely rare. 
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Parallel Duplication of the Face in an Anencephalic Foetus 


BY 


GERALD MAIZELS, 
B.Sc., M.B., Ch.B. (Man.), M.C.O.G. 


From the Maternity Department, Dulwich Hospital, London. 


DiProsoPIia is one of the rarer conditions known to teratology, 
and the present case is apparently unique, as there is no record 
of a similar one. 


CASE RECORD. 


A healthy primigravida, aged 24, paid her first visit to the 
antenatal clinic when she was 30 weeks pregnant. Neither her 
own nor her family history contained any significant fact. Physi- 
cal examination did not reveal any abnormality, except that the 
blood-pressure, 140/90, was suggestive of a commencing tox- 
aemia. The urine was normal and the Wassermann reaction was 
negative. The uterus corresponded in size to the period of preg- 
nancy and the foetal heart sounds were heard. Two days later 
the patient was admitted into hospital in labour and delivered 
herself of a stillborn female foetus, 1,000 grammes in weight and 
37 centimetres in length. 

The foetus presented several unusual features. 

It had a double face associated with anencephaly, no neck 
and a single body. One face pointed to the right and the other 
to the left; each had a nose, a mouth, a lateral eye and a 
lateral ear. Partial fusion had taken place between the two faces, 
resulting in a central third eye, larger than either of the other 
two, and showing marked proptosis. Developmentally, this eye 
had been produced by the incomplete fusion of the outer two- 
thirds of the two medial eyes and a distinct ridge between the 
two could be seen, as well as a line of demarcation at the 
site of the fusion of the two lower eyelids. In the mid-line 
6 centimetres below the central third eye, there was a well-marked 
dimple, the sole vestige of the two medial ears. A similar dimple 
was also seen in Guérin-Valmale’s and Plasse’s' case. The facial 
development was perfectly symmetrical except that the left face 


679 


an 


SULIOUIWIGOG pUe ased uUsaMjoq UOTISOd 
0} se OS ‘papper pue Jo PUP ased INO ‘suIeIZeIP [eUIsIIO Ss of “(€ dnory) 
ay} Jo uoHeoydnp pure Jo sased ay} JO (,duyey Joye) SI 


puv vquig 
aSsv1q puv 


2 

«P 

¢ 

& 

} 

\ 

: 

( 

e 

or 


PuateE I. 


H ¥ 


II. 


| 

q 
4 


DUPLICATION OF THE FACE IN AN ANENCEPHALIC FOETUS 


had a double hare-lip while the right face had a single hare-lip. 
Both mandibles were separate, but partial fusion had taken place 
between the malar bones. Posteriorly the appearance was typi- 
cally anencephalic with absence of the calvaria and the greater 
part of the brain but with duplication of the remaining brain 
tissue and incomplete fusion in the mid-line. The limbs were al! 
normal. 

The X-ray plate revealed duplication of the spinal column. In 
the upper cervical region the two columns were distinct and 
separate but met at the level of the fifth or sixth cervical ver- 
tebra. From that level down to the sacral region, irregular or 
partial fusion of the vertebrae had taken place throughout. There 
was also a spina binda extending from the cervical to the lumbar 
region. 


COMMENTARY. 


The condition of diprosopia has been well described in recent 
years by Rating* and Broder’, and a study of their own cases 
and those collected by them from the literature shows the relation 
between the different types. Rating* classifies diprosopia into 
three groups. 

Group 1. Duplication takes place in the upper half of the 
face with gradually increasing divergence superiorly, so that, in 
the final stage, there are two eyes and a nose to each face but 
only one common mouth. 

Group 2. Duplication takes place in the lower half of the face 
with gradually increasing divergence inferiorly. An interesting 
example of this group is Weller’s* case of distomus, a single face 
with two mouths. 

Group 3. .Duplication is symmetrical and parallel. In the 
lesser degrees there is duplication of the nose only; then, as in 
Schwalbe’s’ case (see diagram) there is duplication of the nose 
and mouth, but not of the eyes or ears. While finally, as in 
Soemmering’s case, there are two faces each complete with all 
its organs, although joined together postero-lateralliy. 

Our case belongs to this last group and in its relation to the 
other known cases should follow Schwalbe’s,* as in addition 
to the duplication of the nose and mouth, it has the central third 
eye formed by the partial fusion of the two medial eyes and the 
dimple representing the two medial ears. To complete this 
group one must include the recent case of Guérin-Valmale and 
Plasse,’ who described a foetus that had duplication of the nose, 
mouth and eyes but not of the ears, which were represented, as 
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in our own case, by a dimple. There was also duplication of the 
spinal column. 

Their case shows a further degree of development than ours 
and occupies a position between our case and Soemmering’s. 


SUMMARY. 


An account has been given of a monster known as diprosopus 
diotus tnophthalmus distomus dignathus with anencephaly and 
diplorachischisis. 


I wish to thank Sir Frederick Menzies for permission to pub- 
lish this case. 
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A Case of Severe Ulceration of the Vulva and Vagina 
During Pregnancy—tTreated by the 
Administration of Vitamins* 


BY 


E. A. GERRARD, M.D., Ch.B (Man.), M.C.O.G., 


Honorary Assistant Obstetric Surgeon, St. Mary’s Hospitals, 
Manchester; Gynaecologist, Withington Hospital. 


THE patient, aged 28 years, and pregnant for the second time, 
was first seen on December 8th, 1936. She was approximately 
35 weeks pregnant and had been admitted to hospital several 
days previously on account of a number of small ulcers on the 
vulva. During the pregnancy she had attended at an antenatal 
clinic, the medical officer of which reported that she had been 
having treatment for an abscess of the right labium, which had 
eventually healed except for a small ulcerated area. A Wasser- 
mann test had been carried out and also an examination of smears 
for gonococci with negative results. 

During the first few days in hospital the condition apparently 
improved under local treatment. Four days before I was asked 
to see her, however, she had begun to complain of severe pain 
and irritation. At this time she was found to have numerous 
small ulcers with dirty grey sloughy bases, situated at the pos- 
terior ends of the labia, both of which were swollen and oede- 
matous. During the succeeding days the ulceration had proceeded 
with great rapidity, and when I first saw her the labium on either 
side had been almost completely eaten away. Reference to a 
drawing I had made (Plate I). will give a far better idea 
of the state of affairs than any words of mine. The edges of the 
two large ulcers were sharply cut and there was an area of 
induration all around. Dr. Somerford, dermatologist to the hos- 
pital, had seen her on the same day and had expressed the opinion 
that the condition was septic rather than specific. He suggested 
treating with the diathermy knife to limit the spread. 


* Read before the North of England Obstetrical and Gynaecological 
Society.on Dezember 17th, 1937. 
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The next morning the patient was taken to the theatre and 
under spinal anaesthesia I inspected the vagina and cervix, a 
procedure which had previously been impossible owing to the 
severe pain, of which the patient was now complaining. I found 
both vagina and cervix to be covered by numerous grey sloughing 
ulcers. The external ulcerated areas were also seen to have spread 
considerably even overnight. I should say at this point that in 
spite of the somewhat terrifying appearance locally, both the 
patient’s pulse-rate and her temperature had remained normal. 
She looked and felt quite well and her only complaint was of 
local pain. : 

It was obviously impossible to carry out anything in the way 
of an excision, so I incised round the ulcer about half an inch 
from its margin with the diathermy needle. I also removed a 
piece from its margin for section and took smears. The vulva 
was dressed with flavine emulsion. 

It was evident that the treatment with the diathermy needle 
was not likely to affect the ulceration of the vagina and cervix, 
and it was an urgent necessity that something more should be 
done—but what? A repeat Wassermann test had proved negative. 
It seemed just possible that we were dealing with a very large 
soft sore, but this was unlikely and was eventually ruled out by 
examination of a smear. I decided to give her an injection of 
Dmelco’s serum, but was unable to obtain a supply of this until 
the next day. I also saw no reason why she should not have 
20,000 units of, antidiphtheritic serum and 20,000 units of anti- 
gas serum. I felt, however, that there was another possibility— 
that this was a case of vitamin A deficiency, and she was there- 
fore given 3 Adexolin capsules every 4 hours. 

On the following day the ulcer had ceased to spread. The in- 
flammation and oedema of the parts of the labia which remained 
had settled considerably. The ulcerated area was cleaner and the 
sloughs were separating. The local treatment with flavine emul- 
sion was continued and the vagina was douched with eusol. One 
cubic centimetre of Dmelco’s serum, which was now to hand, 
was given, and following it the patient had a rigor. The serum 
was repeated 2 days and 4 days later. It was then discontinued 
on a negative smear report, which was as follows: 


Cultures from the swab and labial slough give a growth of a pure 
culture of staphylococcus aureus. The examination tor diphtheria is 
negative. Anaerobic cultures fail to yield the growth of any pathogenic 
anaerobes. 
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SEVERE ULCERATION OF THE VULVA AND VAGINA 


I decided to continue with the administration of vitamin A, 
and local treatment was carried on, on the same lines, with steady 
improvement. 

The report of the section read as follows: 


The material consists of skin and subcutaneous tissue, which is partly 
necrotic and is throughout the seat of an intense cellular infiltration. In 
the necrotic and neighbouring portions, this infiltration is polymorpho- 
nuclear, more remote from this, the cells are chieflly small round cells. 
An acute necrotic inflammatory lesion. 


By January 14th, 7.e. 5 weeks after treatment with vitamins 
was commenced, healing was complete externally and there was 
no sign on inspection of ulceration of the vagina and cervix. On 
January 17th labour began and she was delivered by natural 
forces of a child weighing 6 pounds 2 ounces with no more trouble 
than a slight perineal tear. The puerperium was normal in every 
way and she left hospital’on February 6th. The second illustra- 
tion shows the appearance of the vulva at that time (Plate II). 

I do not think that the dramatic recovery in this case could 
be ascribed to the diathermy, as it was not possible to treat the 
vaginal and cervical ulcers which nevertheless cleared up com- 
pletely. I also do not consider that the shot-gun injection of 
anti-gas and anti-diphtheritic serum could have been responsible. 
Soft sore was ruled out by the smear. It seems reasonable to 
me, therefore, to ascribe the cure to the administration of Adexo- 
lin and look on the underlying cause as a deficiency of vitamin A. 

I therefore determined to inquire carefully into the patient’s 
social circumstances. This is what I found. The husband was 
on the dole and was drawing at that time 27s. per week for 
himself, his wife, and a child of two. The Public Assistance Com- 
mittee were making a further allowance of 5s. for coal and for 
_ milk for the child. This made their total income up to £1 I2s. 
Their rent was 11s. 6d. per week, coal cost them about 3s., insur- 
ance Is., contribution to a clothing fund 1s. This left 15s. 6d. a 
week for food for a man, a child, and a pregnant woman. 


I am indebted to Dr. G. S. Smith for the pathological reports 
and to Miss Davison for the plates. 
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Infibulation and Female Circumcision 
A Study of a Little-known Custom 


BY 


ALLAN WorsLey, M.B., Ch.B. (Birm.). 


Formerly Gynaecological Surgeon to the C.M.S. Hospital, 
Omdurman, Sudan. 


THE practice of infibulation is of great antiquity, having been 
known to the ancient Egyptians, and practised by the Arabs in 
pre-Islamic times. 

It was also practised by the Romans, who fastened a fibula, 
or clasp, through the prepuce, to enforce chastity; hence the 
name. 

To-day, infibulation and other mutilations are still practised in 
dark corners of the world. This paper wal deal with the matter 
from the gynaecological side. 

The purpose of these practices is —" to preserve virginity ; 
but a network of other reasons has developed from that first cause, 
and interwoven itself into tribal custom. 

Three main types of mutilation are known: (a) introcision; or 
cutting into the vagina at an early age; (b) the circumcision of 
women; paring the edges of the labia, together with excision of 
the clitoris; and (c) infibulation proper; which is the afore- 
mentioned circumcision, but followed by almost complete closure 
of the vulval orifice. 

A custom which is so intimately associated with secrecy, 
religion, and superstition, is, naturally, closely guarded from 
prying European curiosity; hence little is known about these 
things to medical science, even to-day. Seven years’ practice as 
a gynaecological surgeon among the primitive tribeswomen of the 
Sudan, gave me an insight into this subject which must be almost 
unique; and I trust these notes may add something of value to the 
present scant literature on the matter. 


INFIBULATION, AS PRACTISED IN THE SUDAN. 


Every Sudanese girl is circumcised, as it is called, when she 
has passed her sixth year. A day is appointed during a week of 
entertaining and feasting for the occasion, and the girl is taken 
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into a room apart, with a small coterie of relations and intimate 
friends. The whole matter is strictly harim; men do not take 
part; and the operation is performed by a matronly midwife with 
a razor. 

The naked girl is laid across a bed, being securely held by the 
arms and ankles, while the midwife, with a deft sweep of the 
razor, removes the anterior two-thirds of one of the labia, together 
with the clitoris. The unfortunate girl’s shrieks are drowned by 
loud shouts of ‘‘That’s nothing to make a fuss about !’’—and the 
midwife proceeds to remove the other labium in the same way. 
There is always a sadistic smile of delight upon the face of the 
operator, and the whole business is thoroughly enjoyed by the 
privileged spectators. 

Haemorrhage is always profuse, but is dealt with as follows: 
a clamp, made of a bent piece of split-cane, is adjusted, so as to 
grip the raw edges together, and the ends of the clamp are 
then tied. 

Life for the next 2 or 3 weeks is far from being a bed of roses 
for the unfortunate girl, for the clamp remains im situ, and the 
urine has to find its way out as best it can. When the clamp is 
finally removed, the vulva is closed except for a small aperture at 
its posterior end, barely sufficient to admit the point of a thin 
pencil. 


COMPLICATIONS. 


Various types of cellulitis and pocketed infections of pus occur. 
Keloid of the scar is present in about 50 per cent of cases. Keloid 
formation is much more usual in the Sudan. The common, and 
most deplorable, complication is when the clumsiness of a midwife 
results in the mouth of the urethra being sliced off too, so that the 
urethra becomes incorporated in the wound. It was distressing, 
in the earlier pioneer days of which I speak, to have such a case 
brought to me. But in later years, when prejudice got broken 
down, they would allow me to operate. In fact, through personal 
influence, we could sometimes dissuade them from continuing the 
practice. 


RELATION TO MARRIAGE. 


In most cases the midwife opens-up again just before marriage. 

I encountered many women in whom only a pin-point aperture 

existed still, yet pregnancy had taken place. The whole process 

is gone through again after each childbirth, leaving an aperture 
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generally, but not always, sufficient for marital purposes. The 
matter lay in the hands of the midwife, not the husband. 


ACCOUCHEMENT. 


The native method is, or used to be, to sling the woman in a 
sitting position by palm-fibre ropes from beams in the roof tied 
round her elbows and knees. The midwife, squatting on the floor 
beneath the patient, kept making snicks with her razor in the 
drum-tight skin of the perineum, as it stretched over the 
imprisoned head. Exhaustion, and tears of the most ghastly 
description, were the result of this ingeniously thought-out system. 


REASONS GIVEN. 


Although it is often denied, the preservation of virginity lies at 
the root of this custom. But, from the woman’s own point of 
view, it has now all the dynamic of fashion behind it. Every 
little girl looks forward to her ¢ahur, albeit in a shivering sort of 
way, and would not dream of evading it even if she could. To 
be called uncircumcised is the height of a harim insult. 
Furthermore, the adult woman is proud of her scar, and calls it 
nafsi (‘‘my own self’’), so a sense of anatomical aestheticism lurks 
behind this custom. 

A vague sort of link, entirely without theological grounds, has 
sprung up between it and religion; and much superstition 
enshrouds it, too. 

It is custom and the older women that keep it going. 


A COMPARATIVE STUDY. 
Introcision. 


I believe this occurs among certain South Sea Islanders, who 
practise a similar cutting into the posterior part of the male 
urethra, but I cannot find clear evidence. It is, however, 
practised among the Pitta-Patta of Australia in the following 
manner. 

When the girl reaches puberty, the whole tribe, of both sexes, 
is assembled. The operator, an elderly man trained for the 
purpose, enlarges the vaginal orifice by tearing it downwards with 
three fingers bound round with opossum string. In other 
districts the perineum is split up with a stone knife. This is usually 
followed by compulsory sexual intercourse with a number of 
young men, and even yet more disgusting practices, for the 
rejuvenation of the tribal aged and infirm. 
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INFIBULATION AND FEMALE CIRCUMCISION 


Circumcision of Women. 


Africa. Mandingo; Bechuanas; most Bantu tribes. Egypt; 
Sierra Leone; parts of the Gold Coast. 

Asia. Kamchatkans; Malays of the Indian Archipelago; 
Alfurese Archipelago. 

America, Eastern Mexico; Peru; Brazil. 

Australia. From Urabunna in the south, throughout the 
continent, to the eastern shores of the Gulf of Carpentaria. 

Europe. Only one sporadic occurrence, i.e. the Skoptozy (or 
circumcisers). They are a Russian sect who use it to ensure a 
state of perpetual virginity, quoting Saint Matthew (xix. 12) as 
their authority: ‘‘There be eunuchs that have made themselves 
eunuchs for the Kingdom of Heaven’s sake.’’ The Skoptozy 
perform it with exceptional severity, ablating even the upper parts 
of the labia majora. 


Infibulation Proper. 


Here the vulva is all but closed after circumcision. 

This practice, fortunately, has a much narrower range. So 
far as Africa is concerned, it originated in ancient Arabia; that is 
why it is practically restricted to the north-eastern section of 
Africa. It does not occur in Modern Egypt. The late Professor 
Elliot Smith once told me that, unlike circumcision, infibulation 
is rarely seen in female mummies, though we know the practice 
was known to the Ancient Egyptians. 

Africa. Throughout the Sudan; Abyssinia; Somaliland. It 
exists, and is spreading, among the Nubians and pagans of the 
Southern Sudan. 

Outside Africa. Occurs among the Malays. It is thought to 
be practised among tribes of Pegu, in India, but definite evidence 
has not been obtained. 


Operators. 


Men. Priests and medicine-men; barbers (Modern Egypt); 
specially trained male operators, Australia. Male relations: 
mother’s mother’s brother; father’s sister’s son; husband’s 
father; mother’s father. (Among little-known tribes in different 
parts of the world.) 

Women. Midwives: Sudan. Blacksmith’s wife: parts of 
French Sudan. Women professionally trained: Arabs; Masai; 
Wakikuyu; and neighbouring tribes. By women professional 
jugglers: Diakite Sarakolese. 
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Table of Ages for Circumcision and Infibulation Combined. 
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Eighth day after birth: Abyssinia. 
Few weeks after birth: Arabia. 
3 to 4 years (circumcision) : Somalis. 
3 to 8 years: Copts. 
6 to 7 years: Sudan. Modern Egypt. 
8 to 10 years (infibulation): Somalis. 
g to 10 years: Upper Egypt. 
Io years: Peru. 
14 to 15 years: Australia; Ancient Egypt; Bantu tribes. 
Shortly after marriage: Masai. 
After bearing children: Swahili; Guinea. 


Reasons Given (apart from those already mentioned). 


For reducing sexual passion. This is the most widely spread 


cause, and the reason for extirpating the clitoris. Some tribes 
believe it averts mania caused by excessive sexual desire. 


when performed after childbirth. 


the Hottentots and Abyssinians, excessive labial hypertrophy 
occurs as the result, it is said, of prolonged masturbation. The 
well-known Hottentot apron is an example. 

of the female. 


Ancient Egypt, a woman cannot inherit property unless she has 


To produce a virginal tightening of the vulva. Especially 
For cleanliness. Especially among the Bantus. 
To promote fertility. Mandingo. 


To preserve mother and child from dying. Masai; Swahili. 
To prevent labial hypertrophy. Among some peoples, notably 


Herein lies a deep, though unadmitted, cause for circumcision 


Lastly, I should mention legal status, for in some tribes, as in 


been circumcised. 


of those pioneering days, who set up a training-centre for native 
midwives, and made registration compulsory. These scientifically 
trained apostles of modern hygienic method, working often alone 
in far-off villages, and faced with hostility and criticism, have 
been steadily securing a mitigation in the severity of the practice. 
Therefore one hopes that, with the passing of the older generation, 
this evil may cease to be the curse of a splendid and lovable race. 


In conclusion warm tribute is due to the British Government 
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Intra-Uterine Amputations and Annular 
Constrictions in a Living Infant, now a child of 4, 
due to Amniotic Adhesions resulting from Oligohydramnios* 


BY 


Y. N. AjinxyA, M.B., B.S. (Bombay), M.M.S.A., M.C.O.G., 
D.P.H. (R.C.P. & S. Eng.). 


Mrs. B., a married Hindoo woman, aged 25, was pregnant for 
the second time. She was admitted to hospital in labour on 
22nd March 1933. A history could not be obtained of the escape 
of liquor amnii. 

Previous history. The patient had had malarial fever 6 years 
previously. Eighteen months ago she had a 3 months’ abortion 
followed by a febrile puerperium. Her menstrual periods were 
normal before the abortion, but after that she had frequent and 
irregular periods. The date of her last menstruation could not be 
obtained. She had not had any antenatal supervision. 

General examination. Patient was a poorly built woman with 
general debility, pulse-rate 78, temperature normal, blood-pres- 
sure 115/90, and urine normal; the cardiovascular, respiratory 
and nervous systems were normal. The Wassermann reaction 
was negative; the gums were the seat of pyorrhoea and the spleen 
was palpable. 

Abdominal examination. The fundus of the uterus was three 
fingers’ breadth above the umbilicus although the patient stated 
she had completed 9 months’ pregnancy. The occiput of the 
foetus was in the right posterior quadrant of the pelvis. The foetal 
limbs could be easily felt. The foetal heart-sounds were distinctly 
heard to the right. The pelvic measurements were interspinous 
9 inches, intercristal 9} inches, and external conjugate 64 inches. 

Treatment. Since the pains were very feeble and came on at 
long intervals, the patient was given an ounce of castor oil and an 
enema, and later 15 grains of chloral hydrate and 15 grains of 
potassium bromide to secure good rest during the night, which 
was repeated later. 

At 2 p.m. the next day the os was dilated to two fingers and 


* Presented by the author before the Bombay Obstetric and Gynaecologica] 
Society on September 17th, 1936. 
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INTRA-UTERINE AMPUTATIONS AND ANNULAR CONSTRICTIONS 


the membranes appeared to be closely applied to the presenting 
part, a definite bag not being felt. The head was found to be 
above the ischial spines. As the patient was unnecessarily ex- 
hausting herself, 4 gr. morphia with 1/150 gr. atropine was 
injected. 

At 8 p.m., as the head was making very little progress, al- 
though the contractions were painful, the chloral and bromide 
mixture was repeated. 

At 6 a.m. the next day the pains were stronger and superven- 
ing at shorter intervals. 

At 6.40 an underdeveloped child was born normally except that 
it brought with it torn pieces of membranes attached to its limbs 
by fibrous bands; some of them were very thick but others were 
very delicate and easily torn. The membranes were artificially 
ruptured as they were showing through the vulva, but very little 
liquor amnii came away, and even that which followed the birth 
of the baby was very little indeed. 

The placenta showed a few infarcts but not more than those 
seen in some ordinary cases. The membranes, however, were 
so much distorted that some pieces seemed to have been left in 
the uterus; an attempt was not made to remove them. The 
pieces of membrane adherent to the infant had to be removed 
and the fibrous band had to be cut through with scissors. The 
child was much underdeveloped and weighed only 4 pounds. 

The follawing deformities were noted and are still to be found 
now that the child is nearly 5 years old. 

On the left hand. (1) The thumb showed complete amputa- 
tion of its terminal phalanx. (2) The index finger had only one 
phalanx in a rudimentary form, the two distal phalanges being 
missing. (3) The terminal phalanx of the middle finger was 
rudimentary. (4) The ring finger showed an annular constriction 
at the terminal phalanx. (5) The little finger was unaffected. 
There were fibrous bands and membranes uniting the adjacent 
digits like webs which were cut through to secure free movements 
of the fingers. 

On the right hand. (1) The middle finger had a rudimentary 
terminal phalanx. (2) The ring finger also had a rudimentary 
terminal phalanx. (3) The index finger showed curvatures. 
(4) The little finger showed an annular constriction on terminal 
phalanx. (5) The thumb was unaffected. 

On the right leg. (1) Complete prominent annular constriction 
at the junction of the middle third with the lower third of the leg. 
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(2) Talipes calcaneo-valgus of the foot. (3) All the toes were 
underdeveloped. 

On the left leg. (1) Annular constriction in similar situation 
as on the right side, but less marked anteriorly. (2) Flat foot 
almost amounting to talipes valgus but not so marked as on the 
right leg. (3) Oedema of the foot was noticed which did not pit on 
pressure. (4) Only the little toe was underdeveloped. 

On the third day of the puerperium the lochia were smelling. 
The temperature was 100°F. and pulse-rate 98. The patient was 
placed in Fowler’s position. Half a cubic centimetre of pituitrin 
was given daily for 3 days. A mixture containing ergot was given 
and vaginal douches with iodine solution were ordered. There 
was not much tenderness of the uterus. By the seventh day the 
temperature, which had never risen above I00, was normal. 

Both mother and infant were discharged on the twelfth day 
in good condition. 

Two years later, i.e. July 1935, the patient had a normal 
delivery at home but went through a stormy puerperium. The 
infant was normal and is living. 

On March 24th, 1937, she was delivered of her third baby in the 
hospital and had a normal puerperium. The infant was quite 
normal. Liquor amnii was not scanty. Birth weight was 
6 pounds. 


RESULTS. 


The cause of the oligohydramnios is as obscure as that of 
hydramnios. It is possible, however, that the amniotic adhesions 
were due to chronic inflammation of the membranes resulting 
from a previous morbid condition of the endometrium consequent 
upon the abortion. If curettage had been performed for the 
irregular bleeding which followed the abortion the birth of this 
deformed child might have been avoided. 

The cutting of the webs between the fingers of the infant has 
given the child very useful fingers though deformed. Massage 
of the legs has not improved the talipes valgus to a great extent 
and a tenoplasty operation has been recommended now that the 
child is over 4 years old. 

The few pieces of membrane that seemed to be missing were 
not interfered with because the involuting uterus often peptonizes 
them and expels them in the lochial discharges, 
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SHORT COMMENTARY. 


This is the only case of its kind which I have seen, and brings 
forcibly before one’s mind one of the many functions of liquor 
amnii. There must be sufficient liquor amnii to prevent amniotic 
adhesions to the foetal surfaces lest adhesion may strangulate the 
foetal parts, depriving them of a proper blood-supply with the 
consequent deformities, or even amputations, as is well illustrated 
by this case. Should the amniotic adhesions occur in the earlier 
months the various embryonic clefts will fail to close up in proper 
time with the result that the foetus is born with various surface 
defects. In most of the infants born with cleft palate and harelip 
amniotic adhesions are absent and in them some hereditary factor 
seems to be influencing the germplasm; but I had an occasion 
recently to study a stillborn foetus in which adherent membranes 
did not leave any doubt as to the various clefts which were found 
in this particular foetus. The brain substance was protruding in 
two lumps through the vault of the skull which was fissured due 
to amniotic adhesions. The mouth, which is normally formed 
by five processes uniting together, showed all these clefts open 
due to amniotic adhesions. The junctions between the fronto- 
nasal process, the two maxillary processes, and the two mandi- 
bular processes were distinctly visible with the membranes 
attached in the line of their junctions. 

This case incidentally reminds one of the difference between 
the congenital abnormalities and the abnormalities due to here- 
ditary factors. In the former case the foetal defects are due to 
unusual environments in intra-uterine life resulting in the birth 
of a child with pock marks or hydrocephalus or with ampu- 
tated limbs; but though these conditions are congenital they are 
not inherited in the strict sense of the word. On the other hand, 
inherited defects are due to genetic factors and are determined 
at the moment of the union of the two particular gametes and 
may show themselves at birth or may not produce any recogniz- 
able effect until childhood, adolescence, or adult life. The cleft 
palate may be present at birth, but the tendency to muscular 
dystrophy or cerebral degeneration may not show itself until the 
child has become a few months or a few years old. 


REFERENCE 


1. ‘‘Diseases of Children,’’ by Garrod, Bata, Thursfield and Peterson, 1934. 
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“Diseases of Women,’’ by TEN TEACHERS. Sixth edition, 1938. Edward 
Arnold & Co. 492 pages. Price 18s. 


A SIXTH EDITION of ‘‘Diseases of Women’’ by Ten Teachers has appeared. 
The continued success of this book and of the companion volume of midwifery 
raises anew the question of plural authorship. Is the multiplication of 
authority displayed on the flyleaf sufficient compensation for the damping of 
individual enthusiasm and the quenching of originality which is the almost 
inevitable result of synthetic production? If it be true that a book is 
cherished for its personality, then a multiple soul is surely a strange congenital 
anomaly with which to start life. And yet this book continues to enjoy a 
useful and vigorous life and has been reincarnated no less than six times. 
May it be that, like Tennyson’s Knight, the tenfold strength is derived from 
purity of heart; or is it, perchance, that many an examinee, coldly calculating 
his chances of encountering in more solid form a decimal part at least of the 
Schizophrenic Personality, resolves forthwith to become numbered with its 
disciples? 

With these thoughts in mind it is of considerable interest to turn the 
familiar pages. Since the last edition appeared three of the original ‘‘Ten 
Teachers’’ have retired; Messrs. Dodds, Stevens, and Fairbairn are now 
succeeded by Messrs. Goodwin, Gilliatt, and Wrigley. Dr. Fairbairn continues 
to act in an advisory capacity. Mr. Clifford White has been appointed 
Director, replacing Sir Comyns Berkeley, who, however, continues to serve 
as Editor. Mr. Frank Cook has also been appointed to the editorial staff. 

From first to last there is evidence of careful revision, and, as in previous 
editions, much care has been taken to correlate the different sections and 
chapters. Here, no doubt, is one reason at least for the success of the 
publication: in spite of search, no obvious example could be found of 
contradictory statements in the different chapters. There is, moreover, a 
general agreement in terminology, which is so often lacking in composite 
textbooks. To be sure, variations of style are evident; and in more than 
one place a curious twist of thought or use of a peculiar idiom loudly 
proclaims to the initiated the identity of the writer. But this is refreshing; 
and it says much for the careful editing that a judicial balancing of the 
various sections is maintained, and that there is a continuity of scientific 
thought from chapter to chapter. 

The section on the Physiology of the Menstrual Cycle deserves special 
praise. An excellent account of modern thought and practice in this difficult 
subject is presented in a reasonably simple fashion. Every effort has been 
made to incorporate recent findings of clinical importance, and some of the 
matter discussed is so up to date that it must surely have been included 
during the proof stage of the revision. Some clinicians may doubt whether 
the writer is quite justified when he states ‘‘the prevention of miscarriage by 
intramuscular injections of progesterone in cases of habitual abortion has 
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_ provided one of the most successful applications of hormone therapy in recent 
years’’, but in other respects an excellent sense of proportion has been 
maintained in dealing with clinical uses of the newer hormone preparations. 
Non-ovular menstruation and certain other obscurities of reproductive 
physiology, which many textbooks are still shy of discussing, are duly 
considered in the light of present knowledge. A useful innovation is the 
inclusion of a list of the more commonly used proprietary preparations of the 
sex hormones, arranged according to their chemical or biological properties. 

A short chapter on Methods of Contraception and Sterilization has now 
been included. The diagrams illustrating this portion of the. text are poor 
and in strong contrast to the other illustrations, which have been much 
improved since earlier editions of the work and are now of very high standard. 
Elsewhere, the book proceeds on familiar lines. There is little to criticize 
and much to praise. A physicist is likely to shudder on finding that the 
applicators by which a diathermy current is conveyed to a patient are 
described as ‘‘poles’’ (page 233). The section on ovarian tumours, although 
adequate for undergraduates, might be slightly amplified for the sake of 
senior students. As in previous editions the book includes a chapter on 
Neurasthenia and Neurosis in Relation to Pelvic Disorders. This is an 
admirable presentation of an ever-important aspect of gynaecological work; 
and, unlike many writings on psychology, it is designed to be helpful to the 
reader—and achieves its purpose. 

As a sound textbook for the undergradute student this volume will carry 
still further the fame of the earlier editions. The doubts are removed: it isa 
Sir Galahad. 


Chassar Moir. 


“Operative Gynaecology,’’ by H. V. Crossen, M.D., F.A.C.S., Professor 
Emeritus of Clinical Gynaecology, Washington University School of 
Medicine; and R. J. Crossen, M.D., Assistant Professor of Clinical 
Gynaecology and Obstetrics, Washington University. Fifth edition, 
entirely revised and reset. London: Henry Kimpton. 1075 pages, 
1264 illustrations. Price {2 12s. 6d. 

Ir is a great pleasure to see an old friend so revised and brought up to date 

that it well maintains its lead in this section of medical literature. 

The whole field of gynaecological surgery is covered with detailed descrip- 
tions of numerous operations for each condition, and some of the sections are 
preceded by a short and interesting historical review of the development of 
its surgical treatment. 

These operations are well described and well illustrated and the details 
can easily be followed by anyone with any operative experience. In some 
sections the number of operations devised to obtain the same result is 
amazing, and a young man, not well trained in a clinical school, would indeed 
find it difficult to choose from such an embarrassment of riches. In some 
sections direction is given, but it would be helpful if the authors more often 
indicated which method has proved most useful in their own hands. 

The two sections, in which two generations of gynaecologists of different 
nations have vied with each other to produce the largest number of operations, 
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and in which, therefore, there has been the greatest confusion, namely retro- 
displacement and genital prolapse, are particularly well dealt with. 

It would be impossible to describe all the operations devised for the 
rectification of these conditions. Typical operations from each group are 
described, and a foreword clearly indicates which type of operation the author 
considers suitable for which type of patient. There is also a warning, still, 
unfortunately needed, against operation of any kind in cases of symptomless 
retrodisplacement. 

This book is well printed and bound and is profusely illustrated with clear 
figures, well chosen to shorten the textual description, and should be in the 
hands of every young gynaecologist, while many older ones would benefit 
from its perusal. 

W.E.S. 


“Der Vitaminhaushalt in der Schwangerschaft, mit Besonderer Beriicksichti- 
gung der Vitamine A und C,”’ by Dr. GERHARD GAEHTGENS, of the Leipzig 
Universitatsfrauenklinik. 160 pp., 21 diagrams. Dresden and Leipzig: 
T. Steinkopff, 1937. 


THE object of this volume is to furnish the practitioner and_ the 
gynaecologist with a summary of the findings made by the author, during the 
past two years, in the numerous investigations which he has undertaken 
concerning vitamins C and A, especially during pregnancy and lactation. 
After describing the chemistry of vitamin C and the Jezler-Kapp saturation- 
test for ascorbic acid metabolism, modified from Harris’s test, and based on 
the number of days required before half the amount of ascorbic acid given 
by the mouth is excreted in the urine, Gaehtgens gives an account of the 
natural occurrence of the vitamins and the symptoms of their deficiency. 
His investigations show a vitamin C deficiency in 62 per cent of primigravidae 
and 7o per cent of multiparae, and he gives reasons for thinking that this is 
due to storage in the placenta and foetal organs. He finds that during 
pregnancy an additional daily consumption of about 44 milligrams of ascorbic 
acid is required. Carotene and vitamin A are dealt with on similar lines, 
and the well-established antagonism between the thyroid and vitamins C 
and A is discussed. During lactation a daily average of 20 to 30 milligrams 
of ascorbic acid passes into the milk and must be reckoned with in considering 
the requirements of vitamin intake. A relative deficiency in pregnancy is 
necessarily followed by decreased vitamin C content of the milk, which to 
satisfy the infant’s requirements should not contain less than six milligrams 
per cent. In a useful final section Gaehtgens discusses the practical dietetic 
requirements of the pregnant and nursing mother. In addition to advocating 
restriction of intake of proteins and fat during pregnancy he emphasizes the 
necessity of abundant ingestion of vegetables, to supply vitamins and mineral 
salts. Indiscriminate or blunderbuss treatment with large doses of combined 
vitamin preparations is deplored. During lactation, on the other hand, a 
very high percentage of patients require the addition of vitamin C to the 
dietary, and, incidentally, babies fed solely on cow’s milk require a similar 
supplement. To the nursing mother, in addition to abundance of fresh 
vegetables and fruits and their juices, at least 100 milligrams of ascorbic 
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acid, it is concluded, should be given daily by the mouth. The book is 
clearly printed, has a good index and contains a full list of publications by 
other workers in the same field. 

WEE; 


“The Heart in Pregnancy’’ (first edition), by JuLtus JENSEN, Ph.D. 
(Minnesota), M.R.C.S., L.R.C.P., Assistant Professor of Clinical Medicine, 
Washington University School of Medicine. 371 pp. London: Henry 
Kimpton, 1938. Price 25s. 


THE present volume constiutes essentially a critical survey of the literature 
of obstetric cardiology, the author having consulted the original papers of 
more than a thousand authorities. 

He points out that cardiac disease ranks among the first four or five 
causes of maternal death, and probably accounts for at least 7 per cent of all 
fatalities. The death-rate from this cause has in recent years been reduced 
from about 10 per cent to 2 or 3 per cent, and it seems doubtful whether 
any further reduction can be expected in the future. 

The author wisely points out that the time to give advice regarding the 
dangers of pregnancy is when the cardiac disease is first discovered, not when 
pregnancy is already established. He considers that artificial termination of 
pregnancy is rarely indicated, since those who are incapable of safely passing 
through pregnancy should not become pregnant. 

Though statistics are no substitute for clinical experience, they are of 
great value in conditions such as this, in which few practitioners have seen 
enough patients to evaluate the prognosis in any given case by their own 
experience alone. : 

The danger, however, of drawing conclusions from figures derived from 
various sources is well shown by Table XXV, which is based on a series of 
8,995 cases of rheumatic cardiac disease occurring among 782,053 admissions 
to various obstetric clinics. The incidence of cardiac disease in the whole 
series was 1.15 per cent; the lowest figure in the 18 groups was 0.31 per cent 
and, with one exception, the highest was 1.54 per cent. In the exception to 
which we refer, the incidence was 5 per cent, i.e. more than three times as 
high as in any other group in the series. This figure is obviously absurd, 
and can only be explained on the assumption that in this group about 
70 per cent of the cases diagnosed as cardiac were not really suffering from 
organic cardiac disease. This conclusion is corroborated by the fact that in 
this particular group the cardiac death-rate was only 0.2 per cent, whereas 
in no other group was it under 1.6 per cent. If one were to exclude this 
single group of 40,000 cases with 2,000 cardiac cases, the figures in the 
remaining 17 groups would then be 742,053 admissions and 6,995 cardiac cases, 
which would make the incidence of cardiac disease 0.94 instead of 1.15 
per cent. 

Apart, however, from accuracy of diagnosis, as the author points out, a 
considerable variation between the figures published by different clinics is 
to be expected, for some include deaths from all causes, while others limit 
themselves to those due to cardiac failure. Moreover, a clinic with a special 
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reputation for the treatment of cardiac disease will attract more such cases 
than the average obstetric clinic. 

Nevertheless, though one may doubt whether statistical methods are 
applicable to groups of figures published by different workers, whose criteria 
differ so widely, it is most helpful to have these figures clearly tabulated, 
and all those who are about to undertake original work in this subject will 
owe Dr. Jensen a great debt for collecting and analysing so much valuable 
material. 

Crighton Bramwell. 
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Review of Current Literature. 


Director: FRED “RICK Rogues, M.A., M.D., M.Chir. (Cantab.), 


TuHIs Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynaecology of the British Empire’’ exchanges : — 


British.—The Lancet; British Medical Journal. 

Canadian.—The Canadian Medical Association Journal; Bulletin Médical 
de Quebec. 

Australian.—-Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology: The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics; American Journal of Diseases of Children. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia; Revista Italiana di Ginecologia, Bologna. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gyniakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynikologie; Miinchener Medizinsche Wochenschrift; 
Monatsschrift fiir Krebsbekampfung. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements are also made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology and 
Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. Beatriz, F.R.C.S.; A. C. BELt, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. Lyte CAMERON, F.R.C.S.; ALBERT Davis, F.R.C.S.; 
F. H. Fintaison, F.R.C.S.; B. Gmsert, F.R.C.S.; R. J. 
F.R.C.S.; R. Licutwoop, F.R.C.P.; J. A. Moore, F.R.C.S.; 
C. D. Reap, F.R.C.S. (Edin.); F. Rogues, F.R.C.S.; R. WINTERTON, 
F.R.C.S. 

Felsted: W. E. CROWTHER, M.B. 

Leeds: R. H. B. Apamson, M.D., AND B. JEAFFRESON, F.R.C.S. 

Liverpool: M. Datnow, F.R.C.S.; P. Mapas, F.R.C.S.; T. N. A. 
JEFFCOATE, F.R.C.S. 

Manchester: R. NEwton, M.D. 

Glasgow: JANE H. FILSHILL. 
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The Lancet. 


Vol. ccxxxiv, No. 5968, January 15th, 1938. 
The effect of oestrogenic and other sex hormones on the response of the rat 
to vasopressin. F. B. Byrom. 


Vol. ccxxxiv, No. 5970, January 29th, 1938. 
*Hormone content of ovarian tumours, Elizabeth H. Lepper, C. L. G. Pratt, 
Freda B. Pratt, and Dorothy M. Vaux. 


HORMONE CONTENT OF OVARIAN TUMOURS, 

The fluid from a number of follicular cysts of the ovary was tested for 
oestrin. It was found that the concentration of oestrin in the fluid was of 
the same order as in the normal follicle, as tested on spayed rats. Owing to 
the size of the cysts, the absolute amount of the oestrin in the ovary was 
increased, accounting for the metropathic symptoms in most of the cases. In 
another series of 70 ovarian tumours, the growths and the patients’ urines 
were examined for prolans A and B and for oestrin. It was found that 
prolan A was present in larger amounts in the cyst fluid and urine in 
malignant tumours than in innocent cases, It was, however, present in small 
amounts in all varieties. In two out of the three pregnant patients prolan B 
was found, while the only cysts that yielded oestrin were follicular cysts. 


Albert A. Davis. 


British Medical Journal. 


No. 4009, November 6th, 1937. 


*The bisexual properties and co-operative activity of sexual hormones and 
their effects on females. V. Korenchevsky. 

*Treatment of the female climacteric by follicular hormone. H. R. Donald. 

*Treatment of menstrual irregularities by a new sex hormone preparation. 
K. Bowes. 


No. 4012, November 27th, 1937. 
*The antuitrin S intradermal pregnancy test. A. M. Gill and J. Howkins. 


No. 4013, December 4th, 1937. 


*A critical survey of 349 cases of breech delivery. C. H. G. Macafee and 
H. I. McClure. 


No. 4015, December 18th, 1937. 


*Vitamin E in the treatment of habitual abortion. D. Currie. 


No. 4022, February 5th, 1938. 


*Pelvimetry and the true conjugate. J. Howkins. 
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No. 4030, April 2nd, 1938. 


*Amenorrhoea: its aetiology and treatment. T. N. MacGregor. 
The female climacteric and the menopause. H. R. Donald. 


No. 4031, April 9th, 1938. 


The interaction of pregnancy and associated disease. R. W. Johnstone. 


No. 4033, April 23rd, 1938. 
Unusual complications of labour. H. Burt-White. 


THE BISEXUAL PROPERTIES AND CO-OPERATIVE ACTIVITY OF SEXUAL HORMONES 
AND THEIR EFFECTS ON FEMALES. 


One of the somewhat disconcerting discoveries in connexion with the sex 
hormones is the admission that both female and male sexual types have been 
found in the female organism. To elucidate their relative ‘importance 
Korenchevsky has investigated the effects on the male and female sexual 
organs by the administration of the various substances in their purified form. 
These included androsterone, androstanediol and its water-soluble esters, 
testosterone, progesterone, oestrone, and oestradiol, and the results are of 
very considerable interest. It was found that nearly all the hormones possess 
bisexual properties, but what is even more important is that hormones which 
have apparently opposite effects, for example, oestrin and progestin, will in 
many circumstances produce the required specific effect only when given in 
combination, an experimental finding which explains many clinical failures. 
Another point is the role played by the male components present in the 
female hormones. At present their precise physiological and pathological 
properties are unknown, and until these have been determined one must 
naturally think of the possibility of masculinization following the administra- 
tion of the female preparation containing them. Korenchevsky’s experiments 
have shown that the natural occurrence of masculinity as a pathological 
condition in women is due to this cause, for he has been able to produce a 
typical prostate gland in female rats. It is, of course, likely that the 
working-out of the correct ratio of male and female constituents in 
commercially produced hormone preparations will eventually overcome this 
difficulty; but until this has been attained there is not any doubt that the 
danger of masculinization is a very real one when bisexual hormones with 
pronounced male activity are prescribed for women. 


TREATMENT OF THE FEMALE CLIMACTERIC BY FOLLICULAR HORMONE. 


Donald has divided the symptoms of the menopause with regard to organs 
as those due to psychosis, vascular spasm, visceral spasm, gastro-intestinal 
and glandular, and though this classification is somewhat empirical, it does 
provide a clinical classification from the point of treatment. The author was 
able to obtain good results in most cases by the usual routine administration 
of oestrin, though the small doses he mentions as suitable for mild cases 
appear a little excessive. Most gynaecologists find that after an initial 
injection of 10,000 international units the average patient does very well with 
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300 units three times a day by mouth. Attention is also drawn to the fact 
that the use of oestrin does not obviate the necessity for the search and 
removal of non-endocrine factors. In addition oestrin can only restore the 
individual to her previous state of health, and this again can only be attained 
by a very prolonged treatment. 


TREATMENT OF MENSTRUAL IRREGULARITIES BY A NEW SEX HORMONE 


PREPARATION. 
The author reports the results of the uses of a new follicle-stimulating 
hormone called ‘‘Antostab’’. This preparation, which is made from the 


serum of pregnant mares, has been shown experimentally to possess a marked 
follicle-stimulating property in immature and hypophysectomized rats and 
monkeys. Five cases of amenorrhoea, hypomenorrhoea, and oligomenorrhoea 
were treated with 100 mouse-units of the preparation weekly, with apparently 
good results. Fragments of endometrium obtained by the strip curette 
appear to show that the preparation has a definite action in producing 
endometrial changes via the ovary, but, as the author states, it is clearly 
impossible to draw any valid conclusions from such a small series of cases 
over so short a duration of time, though the later results will be of 
considerable interest. 


THE ANTUITRIN S INTRADERMAL PREGNANCY TEST. 


The authors have tested Pollastschek and Porges’ antuitrin intradermal 
sensitivity test for pregnancy in 147 cases, 49 of which were males and 98 
females. The results obtained in both groups were so fallacious that the test 
must be accepted as valueless from a diagnostic point of view. 


A CRITICAL SURVEY OF 349 CASES OF BREECH DELIVERY. 


Three hundred and forty-nine cases of breech delivery occurring in the 
Royal Maternity Hospital, Belfast, during the years 1932 to 1936, are 
described. Of these 115 were in primigravidae and 217 in multiparae. The 
gross foetal mortality was 33.8 per cent, being appreciably higher in 
multiparae, but after eliminating all cases in which the death of the foetus 
was not primarily due to the presentation, the correct mortality was only 
6.1 per cent. The maternal morbidity rate was the same as the other normal 
cases, i.e. 6 per cent, and though the figure included five deaths, in none of the 
patients who died was the presentation responsible for the fatal issue. The 
foetal mortality rate in primiparae was 10 per cent, and though this is 
comparatively low compared with most published figures, the authors believe 
that efficient antenatal care and more careful treatment at birth should reduce 
it still further. They emphasized the importance of extreme gentleness in 
performing external version, and with regard to delivery they stress the 
importance of a ‘‘policy of non-intervention until the breech has ceased to 
advance’’. 


VITAMIN E IN THE TREATMENT OF HABITUAL ABORTION. 


This paper is an interesting contribution to the value of vitamin E in 
habitual abortion. Fifty women were given wheat germ oil during pregnancy. 


704 


REVIEW OF CURRENT LITERATURE 


Of these, 37 had had, collectively, 130 pregnancies, but had given birth to 
only 16 viable children. Under treatment the same patients produced 37 
live children. Two of them aborted, and 4 children died from prematurity. 
These excellent results were procured in spite of the fact that in the great 
majority of cases treatment was not instituted until after the twelfth week of 
pregnancy. The authors do not mention whether progestin was given at the 
same time, but most obstetricians have found it of considerable help. 


PELVIMETRY AND THE TRUE CONJUGATE. 


The author draws attention to some of the many fallacies in connexion 
with pelvimetry. He points out that whether or no the sacral promontory is 
palpable depends on the effective length of the examining finger and the 
rigidity of the vaginal introitus. The first depends on the surgeon and the 
second on the co-operation of the patient. He himself has found it extremely 
rare to be able to palpate the promontory, and concludes that the clinical 
measurement of the true conjugate is either impossible to measure, or 
inaccurate when measured, in all but cases of severe pelvic contraction. He 
suggests that in those cases admitted from the antenatal clinic for Caesarean 
section because the promontory has been felt per vaginam, it is really that 
one of the lower sacral vertebrae has been mistaken for the promontory. 
Most obstetricians, while agreeing that this examination is valueless unless 
performed by an expert, will disagree with Howkins in many of the other 
statements. It is true that beginners are tempted to diagnose contracted 
pelvis much more frequently than their seniors, but to most of the latter the 
value of internal pelvimetry lies in the fact that it enables them to gain a 
fairly accurate impression of the bony measurements. 


AMENORRHOEA: ITS AETIOLOGY AND TREATMENT. 


This paper deals with the study of 97 cases of amenorrhoea, in all ot 
which the histories, detailed examinations of the reproductive tract, 
radiographs of the pituitary fossa, estimations of the basal metabolic rate, 
determinations of sugar tolerance and hormone excretion, were obtained. 
The author has found that the frequency of psychological causes is much 
greater than is generally accepted. With regard to endocrine treatment, in 
only a few cases are the oestrogens of value, while in many they are 
contra-indicated, as they may produce further inhibition of an already 
underfunctioning hypophysis. Gonadotropic hormones have also very little 
place in the treatment of amenorrhoea, the most helpful preparations being 
the serum gonadotropic hormones alone or combined with the urine 
gonadotropic hormone. 


Albert A. Davis. 


Medical Journal of Australia. 


Vol. i, March 6th, 1937. 
*Analgesia during labour. H. T. Illingworth. 


795 


. 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Vol. i, March 27th, 1937. 
Vaginal discharges. R. I. Furber. 
Twin pregnancy complicated by bilateral hydronephrosis and haematuria. 
H. J. Gibson. 


Vol. i, May 8th, 1937. 
Medical gynaecology. F. A. Maguire. 


Vol. i, May 22nd, 1937. 


Pelvic injuries due to childbirth; prophylactic treatment and some surgical 
points in their repair. F. Brown Craig. 


_ Vol. i, May 29th, 1937. 


*Practical methods of maintaining muscular tone in pregnancy. Phyllis D. 
Cilento. 


Vol. i, June 26th, 1937. 


A case of normal pregnancy exhibiting positive Aschheim-Zondek reaction 
with urine diluted one in fifty. T. H. Small. 


Vol. ii, July 3rd, 1937. 


*Complete inversion of the uterus with total prolapse on the fourth day of 
puerperium. D. Hughes. 


Vol. ii, July 4th, 1937. 


*Placental infection in induced labour with special reference to its relation to 
foetal and neonatal mortality. W. J. Penfold and Hildred Butler. 


Vol. ii, July 31st, 1937. 
Death from air-embolus due to an attempted abortion. I. Hamilton. 


Vol. ii, October 2nd, 1937. 


A note on the use of adrenalin in vaginal plastic operations. R. I. Furber 
and H. R. H. Duggan. 


Vol. ii, October 9th, 1937. 


Bilateral tubal pregnancy. A report on two cases. D. O. Browne. 


Vol. ii, November 20th, 1937. 
Teratoma of the ovary in a child. J. J. Searby. 


Vol. i, February 5th, 1938. 
*Puerperal infection due to haemolytic streptococci. J. Chesterman. 


Source of infection in puerperal sepsis. Beatrix Durie. 
*Inversion of the uterus following childbirth. P. G. Brett. 
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ANALGESIA DURING LABOUR. 


Nembutal was given to a series of 30 cases during labour. One and a half 
to three grains were given when the pains became severe, and another 
one and a half grains when the cervix was fully dilated. The results to the 
mother were good in over 50 per cent of the cases. [Ill-effects to the child 
were not found. Twilight sleep was given to another series with better 
results than nembutal. 


PRACTICAL METHODS OF MAINTAINING MUSCULAR TONE IN PREGNANCY. 


The vast majority of women take insufficient exercise before marriage 
with the result that their muscles lose tone. This effect is increased by 
unsuitable diet, notably an excess of carbohydrate and lack of vitamins, and 
by the use of corsets. Enteroptosis by dragging on the coeliac plexus increases 
fatigue. Anaemia is frequently present, and the consequent diminution of 
the supply of oxygen to the tissues helps to lessen the tone of the muscles. 
Lack of mineral salts, such as calcium and phosphorus, lead to cramp, a 
condition common during pregnancy. 

The author points out that lack of tone leads to stretching of muscles 
and fasciae, leading to prolapse. She also considers that this poor tone is 
responsible for striae gravidarum and varicose veins. A well-balanced diet, 
fresh air and sunlight will go some way towards preserving the condition of 
the muscles. Massage and exercise should also be given. In cases in which 
muscular tone has failed a support in the form of a maternity corset should 
be used. 

Post-natal exercises may be begun on the second day of the puerperium 
with easy foot and ankle exercises, and abdominal exercises should be begun 
during the second week. Exercises for the levatores ani will help involution. 
A scheme of exercises is added as an appendix. 


COMPLETE INVERSION OF THE UTERUS WITH TOTAL PROLAPSE ON THE FOURTH 
Day OF THE PUERPERIUM. 


The case was one of a normal delivery of a third child after three hours 
of labour. There was some post-partum haemorrhage and the placenta was 
expressed from the uterus after 30 minutes. The patient appeared shocked 
and was given pituitrin and ergot. 

On the fourth day the patient was straining on a bed-pan when the uterus 
became inverted and hit the pan. The patient was found very shocked and 
was given coramine. The uterus was wrapped in antiseptic gauze. After 
16 hours, when the shock had passed off to a considerable extent, the uterus 
was replaced under general anaesthesia. Anaemia was marked, and it was 
treated by blood transfusion. The patient made a good recovery. 

The cause of the inversion in this case was considered to be the expression 
of the placenta followed by the administration of ergot. The mortality is 
probahly lower in cases in which reposition of the inverted uterus is delayed 
than in those in which it is immediately replaced. 
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PLACENTAL INFECTION IN INDUCED LABOUR WITH SPECIAL REFERENCE TO ITS 
RELATION TO FOETAL AND NEONATAL MorTALITy. 


The literature of placental, liquor, and foetal infection is reviewed in 
relation to stillbirths. 

Blood from placental veins and portions of the placenta was taken from a 
series of 114 cases within 30 minutes of delivery. When the child was stillborn 
or died within 10 days of birth cultures were made from its heart’s blood, 
spleen, lungs, and liver. Of these cases 46 followed induction with a stomach 
tube, and 68 followed normal delivery. 

Of the 46 placentae from induced labours, 28 were infected with faecal 
organisms. Among the 68 controls only 16 were infected. The frequency of 
infection appears to vary directly with the time which elapsed between the 
insertion of the tube and the delivery of the child. This interval in the 
infected cases averaged 63 hours and in the non-infected cases 31 hours. 

The risks to the child were greater when infection was present, the 
stillbirth-rate and neonatal death-rate being higher. 

Infection with bacillus coli, non-haemolytic streptococci, and bacillus 
Welchii appeared to be the most dangerous to the child, 15 out of 46 not 
surviving. 

Of seven cases examined in which the child was stillborn, in two the 
placenta and child were sterile, in one the child was sterile and macerated 
and the placenta was infected, while in four the placenta and foetal tissues 
were infected with the same organisms. 

The placenta was infected in each of the five cases of neonatal death, 
while the same organisms were cultured from three of the children. 

The authors are of the opinion that in the majority of the cases the 
infection was responsible for the death of the child. 

In every instance the bacillus coli isolated from the child was identical, 
biochemically and serologically, with that cbtained from corresponding 
placenta, while in the cases of other infections the strains appeared similar. 

Twenty-two out of the 46 cases in which labour was induced developed 
pyrexia during the puerperium. 


PUERPERAL INFECTION DUE TO HAEMOLYTIC STREPTOCOCCI, 

A review of the present position of the knowledge of the bacteriology of 
puerperal sepsis is given. 

The author reports the results of investigations from vaginal swabs in 
Ico consecutive deliveries at the Women’s Hospital, Sydney. Group A 
haemolytic streptococci were found in only four cases, all of which had some 
febrile reaction. 

An analysis of 194 cases of puerperal pyrexia shows that more than half 
had a normal delivery. In cases of generalizing peritonitis the author advises 
exploration and drainage, either through the abdominal wall or through the 
posterior vaginal fornix. 

He has found the results of treatment with prontosil have been most 
satisfactory, and advocates the routine-taking of high vaginal swabs for 
bacteriological examination in all cases of pyrexia; he also stresses the 
importance of the early use of prontosil in cases in which the haemolytic 
streptococcus is found. 
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INVERSION OF THE UTERUS FOLLOWING CHILDBIRTH. 


The estimated frequency of this condition is variously given as 1 in 
750,000 deliveries to 1 in 4,300 deliveries at the author’s hospital. 

The symptoms consist of sudden intense shock and the finding of the 
fundus uteri in the vagina. Seven cases are described. 

The treatment which the author advises is to treat the shock and 
haemorrhage and ignore the inversion for the time being except for antiseptic 
treatment. He considers that the inversion should be left for six weeks, 
during which time it will have corrected itself, or partially corrected itself, 
in many cases. 

The operation advised is a combined one of pulling on the fundus of the 
uterus after laparotomy and pressure from below per vaginam. 

In cases in which this fails to correct the inversion the constricting ring 
is divided by an incision in the posterior wall of the uterus. 


W. R. Winterton. 


The American Journal of Obstetrics and Gynecology. 


Vol. xxxiii, No. 6. 

*The lymphatics of the mucosa of the fimbriae of the Fallopian tube. 
J. A. Sampson. 

The demonstration of gonadotropic substances in the blood and urine. 
C, F. Fluhmann. 

The influence of lactation on the implantation of the mammalian embryo. 
F. W. R. Brambell. 

Identification and significance of spirochaetes in the placenta. H. G. 
Dorman and P. F. Sahyun. 

Chronic uteritie distension and its relation to the end of gestation. 
S. R. M. Reynolds. 

*The effect of long-continued large doses of follicular hormone upon the 
uterus of the rat. B. Zondek. 

Notes from a pregnancy diagnosis laboratory (1936). F. A. E. Crew. 

On the inactivation of oestrone, oestradiol, and their monobenzoates in the 
organism. E. Dingemanse and E. Laqueur. 

The standardization of anterior pituitary hormones. J. B. Collip. 

Sarcoma of the vulva. F. J. Taussig. 

The technique of timing human ovulation by palpable changes in the ovaries, 
Fallopian tubes, and uterus. R. L. Dickinson. 

*Resection of the presacral nerve in the treatment of obstinate dysmenorrhoea. 
G. Cotte. 

The value of ureteral implantation into the bladder and into the sigmoid 
colon in gynaecological injuries and diseases. E. Beer. 

The pathology and treatment of inflammatory diseases of the cervix. 
J. R. Goodall and R. M. H. Power. 

*Operative technique of vesico-vaginal fistulae. J. Halban. 

Contribution to the problem of heredity of endocrine disorders. J. Bauer. 

*A combined operation for complete hysterectomy. S. H. Geist. 
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Uterotubal insufflation in the macacus rhesus. A. H. Morse and I. C. Rubin. 
Biological assay of oestrogenic factors in pregnancy urine. M. A. Goldberger. 


Vol. xxxiv, No. 1. 

*Sensory pathways of the ovarian plexus. J. S. Labate and S. R. M. 
Reynolds. 

Eclampsia and its sequelae. H. M. Teel and D. E. Reid. 

The mechanism of the prolongation of pregnancy in the rabbit. A. K. Koff 
and M. E. Davis. 

Primary dysmenorrhoea, an endocrine problem. J. Kotz and Elizabeth 
Parker. 

The status of psychotherapy in gynaecological practice. M. D. Mayer. 

Parametrial fixation operation for uterine prolapse. U. J. Salmon. 

Gonorrhoea in the female treated by a combined heating technique. 
W. Bierman and E. A. Horowitz. 

An analysis of 521 cases of twin pregnancy. A. F. Guttmacher. 

*Malignancy of granulosa-cell tumours. B.C. Compton. 

Treatment of obstructed Fallopian tubes in sterility by diathermy and tubal 
insufflation. M. E. Mintz. 

A study of 100 consecutive cases of ectopic pregnancy. R. M. Grier. 

The diagnosis of extra-uterine pregnancy. Leon Miller. 

The status of biometry in endocrine diagnosis. S. G. Berkow. 

*Granulosa-cell carcinoma of the ovary in a child of 3 years and 9 months. 
M. X. Anderson and E. A. Sheldon. : 

Ureterohydronephrosis resulting from pelvic inflammatory disease. E. 
Klempner. 

Massive puberty hypertrophy of the breasts. J. A. Gaines. 

True hermaphroditism in man, with an endocrinological study. R. R. 
Huggins, M. Cohen, and B. Harden. 

Three cases of placenta praevia following tubal inflation. B. E. Urdan. 

Menstrual fistula (tubo-abdominal). S. Wimpfheimer. 

The uses and limitations of Roentgen pelvimetry. H. Thoms. 

Voluminous hernia of the cul-de-sac of Douglas treated by total colpectomy. 
L. E. Phaneuf. 

Purpura haemorrhagica complicating the puerperium. A. C. Posner. 

Diffuse squamous-cell carcinoma of the uterus. F. Spielman. 

Missed abortion: a hematoma mole. E. C. Sage. 

Atelectasis as a complication of obstetric analgesia. G. R. Cheatham. 

A satisfactory leg support for the lithotomy position. J. B. Pastore. 

The incidence of trichomonas vaginalis infections. S. B. Potter. 

A new type of syringe adapted for the treatment of endocervicitis. F. G. 
Fallon and Marion Douglass. 


THe LYMPHATICS OF THE MUCOSA OF THE FIMBRIAE OF THE FALLOPIAN TUBE. 

This paper of Sampson is worth reading, as it deals with an important 

subject which has never been worked out in the human being. He describes 

the experiments and opinions of other investigators, especially Andersen’s 

work on the sow, and adds an account of his experiences which might be of 

service in elucidating the problem. While studying carcinoma in the tubal 
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mucosa which was secondary to carcinoma of the ovary, he was impressed 
with the frequency of locating these secondary tumours in the fimbriae of the 
Fallopian tube. He also noticed the presence of these secondary masses in 
spaces in the mucosa which he had seen before in sections of Fallopian tubes 
removed for other reasons and which he considered were lymphatic spaces. 
By the study of carcinoma filled and empty spaces in the mucosa of the 
ampulla of the human Fallopian tube, he believes that the distribution of 
these vessels in the mucosa closely resembles that found by Andersen in the 
sow. He divides the lymphatic arrangement into two plexuses; one situated in 
the mucosa at the base of and between the folds and the other in the folds. 
The vessels from the folds empty into the plexus at the base of the folds. 
The lymphatics in the fimbriae were arranged in just the same way as in the 
mucosal folds of the remainder of the ampullary portion and were continuous 
with each other. He also found that the lymphatics of these portions did not 
have any valves, and thus a free circulation of lymph in all directions is 
allowed. There was also some evidence for concluding that the mucosal 
lymphatics of the fimbriae drain into vessels in the wall of the infundibulum 
and also into the mesosalpinx beneath. He was unable to demonstrate any 
anastomosis between the lymphatics of the fimbrial mucosa and the subserosal 
lymphatic vessels at the mucoserosal junction. Only in one place could he 
detect any suggestion of the possibility of an anastomosis between the 
lymphatic vessels of the ovarian fimbriae and the vessels coming from the 
hilum of the tubal pole of the ovary. 


THE EFFECT OF LONG-CONTINUED LARGE DosEs oF FOLLICULAR HORMONE 

UPON THE UTERUS OF THE Rat. 

In this paper Zondek first describes how the long-continued administration 
of follicular hormone to young rats causes a complete atrophy of the genitalia 
and such disturbances of growth as to produce dwarfism. He explains that 
these changes are brought about by the elimination of the secretion of the 
anterior lobe of the pituitary gland, as growth can again be stimulated by 
the administration of Evan’s growth hormone and the development of the 
sexual organs by giving the animal dimenformon-gonadotropic hormone. His 
main theme in this paper is the local effect of large doses of this hormone on 
the uterus. He gave 5,000 mouse-units of dimenformon twice a week, a dose 
which is enormous and unphysiological. He found that the effect on the 
uterus varied considerably, there being practically no change in one rat, while 
there were gross disturbances in another. The results of chronic teatment 
with this follicular hormone were manifest mainly in the epithelium, although 
the changes varied considerably in different parts of the uterus. In places 
the epithelium was seen to be desquamated and shed; in other places it was 
hypertrophied, with the formation of tufts and papillae; in other parts partial 
metaplasia, or even complete metaplasia into stratified keratinized squamous 
epithelium, was found. Similar changes were seen in the epithelium of the 
glands, the metaplasia in parts being so complete that prickle cells were 
easily found. In practically all the experiments there was an extensive 
leucocytic infiltration of the mucosa, particularly a sub-epithelial wall of 
eosinophiles, some of which formed pus in the uterine cavity. In one 
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experiment the cavity of the uterus was enormously distended with 
desquamated horny lamellae, cell detritus and pus. 

In conclusion the author states that although the long-continued 
administration of follicular hormone causes eunuchoid dwarfism in all young 
rats, its local effect on the uterus varies considerably. He confesses that he 
is unable to explain this fact, but states that if changes occur they tend to 
lead to complete destruction of the endometrium and even of the uterus itself. 


RESECTION OF THE PRESACRAL NERVE IN THE TREATMENT OF OBSTINATE 
DyYSMENORRHOEA. 


After 12 years’ experience of this operation Gaston Cotte, of France, is 
more and more convinced of its value as the only certain means of dealing 
with a dysmenorrhoea which is resistant to the usual forms of treatment. 
He believes that all stages of normal ovulation and menstruation should be 
completely painless, and yet a certain number of girls are completely 
prostrated for a day or so each month, His experience is that in the severe 
cases the pain usually starts one to four years after puberty with gradually 
increasing severity. He is of the opinion that all these cases are due to some 
abnormality in the autonomic nervous system, and discounts the idea that it 
is ever due to cervical stenosis or forms of endometritis. Generally, a careful 
inquiry into the history does not reveal any cause for the occurrence of the 
dysmenorrhoea, and often the most thorough dilatation, or even parturition, 
fails to relieve it. He emphasizes the fact that resection of the pelvic 
sympathetic nerve is suitable only in cases in which menstrual pains are not 
caused either by malformations or adenomyomata of the cornua or endo- 
metriosis of the pelvic organs. It is valueless in pain of ovarian origin or any 
form of intermenstrual pain associated with ovulation. He strongly advocates 
the performance of this operation so soon as it is obvious that the usual 
remedies having a sedative action have failed to bring relief, and deplores 
waiting until after marriage in accordance with the popular belief that 
conjugal intercourse will bring relief. His opinion is that in such cases the 
coital act is frequently difficult and painful and adds only one more tribulation 
to the lives of these patients. He has had only two failures out of 300 
consecutive cases, but he insists upon the need of a complete removal of all 
the branches of the nerves. 


OPERATIVE TECHNIQUE OF VESICO-VAGINAL FISTULAE. 


In this paper Joseph Halban, of Vienna, gives excellent hints for the 
successful operative treatment of vesico-vaginal fistulae. He declares that 
good results. are due to the simplification of technique and to the adherence 
to the three basic principles of (a) extensive exposure of the fistulous area, 
(b) mobilization of the base of the bladder, and (c) correct suture. In the 
first case sufficient exposure is usually hampered by the position of the fistula 
and by the contraction of the scar tissue in the walls of the vagina and 
perineum. He advocates an initial episiotomy, or, if necessary, the deep 
vagino-perineal incision as recommended by Schuchardt in cases in which 
the vagina is grossly contracted. This latter procedure is also of the greatest 
use in mobilizing the base of the bladder when it is held down by dense 
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fibrous scarring in the parametric and paravesical tissues. For freeing the 
base of the bladder he also recommends Schauta’s procedure, which is a 
vertical incision external to the labium majus, through which he frees the 
fistula from the rami of the pubis. However, he now prefers Schuchardt’s 
incision and the freeing of the lateral walls of the bladder rapidly and 
completely by dissecting upwards with the finger along the mesial wall of 
the levator ani muscle. Under the paragraph of ‘‘correct suture’ he 
condemns the Fiith method of using a cuff of vaginal mucosa. He is 
convinced that the only correct way of applying the sutures is to ignore the 
fistulous opening itself and to sew the anterior and posterior portions of the 
floor of the bladder right over the fistula. Therefore the sutures might have 
to be placed one centimetre from the margin of the fistula in order to get an 
area uninjured by scars or dissection, 


A COMBINED OPERATION FOR COMPLETE HYSTERECTOMY. 

In spite of all the literature on the subject, the conclusion is probably 
correct that total rather than subtotal hysterectomy should be performed in 
the great majority of cases in which removal of the uterus is indicated; also 
that the former operation is more difficult to perform and carries with it 
higher mortality and morbidity rates. The author is of this opinion, but 
suggests that the risks and difficulties of the operation are much reduced if a 
combined vaginal and abdominal operation is performed. He advocates, as 
the first stage, a circular incision around the vagina, about half an inch 
below its insertion into the cervix, the opening of both the utero-vesical pouch 
and the pouch of Douglas and the clamping and tying of the uterine arteries 
close to the cervix. After suturing the cuff of vagina over the cervix he 
opens the abdomen and completes the operation in the usual way. He 
maintains that this combined operation does not take any longer than the 
ordinary total hysterectomy and that loss of blood is ever so much less, He 
says that it is indicated in very fat subjects, in whom abdominal hysterectomy 
is expected to be difficult, and in cases in which simple vaginal hysterectomy is 
contra-indicated because of inflammatory adhesions around the pelvic organs. 


SENSORY PATHWAYS OF THE OVARIAN PLEXUS. 

By a series of experiments on cats Labotte and Reynolds have 
endeavoured to trace the sensory nerve fibres from the ovary. They used a 
strong faradic stimulation of various parts of the ovarian plexus and noticed 
the effect of this stimulation on respiration and blood-pressure as recorded 
by kymographic tracings. Thus they were able to investigate the origin of 
the afferent fibres and the course of the sensory components with their central 
distribution within the main ganglionated sympathetic trunk. After anaes- 
thetizing the animal, first with ether and then with dial, the sensitive area 
about the ovarian vessels was found and a shielded electrode applied. Several 
viscerosensory reflex responses were then obtained, following which various 
parts of the sympathetic system were removed and stimulation again applied. 
If response was not noted, the central end of the site of section was then 
stimulated. Thus by alternate and progressive stimulation, section and 
stimulation the sensory pathways were traced. The central pathways were 
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determined by stimulation peripherally about the ovarian vessels after 
systematically destroying the sympathetic trunk at different levels. The 
result of these experiments was that they found that the sensory fibres 
originate in close relation to the various peripheral branches of the ovarian 
artery, that the afferents closely follow the course of the ovarian artery, and 
that they enter the fourth lumbar sympathetic ganglion to reach a higher 
level in the main sympathetic trunk. They also found that the sensory fibres 
of the ovarian plexus do not go by way of the superior hypogastric plexus, 
but they were unable to determine the point of entry of these fibres into the 
spinal cord other than that it was at some level above the third lumbar 
ganglion. 


MALIGNANCY OF GRANULOSA-CELL TUMOURS. 


There is apparently a great variation of opinion concerning the malignancy 
of these interesting tumours. Compton quotes Dworzak, who says that they 
are relatively benign, and Novak, who gives a malignancy rate of 28 per cent. 
He has collected from the literature a series of 115 cases in which the 
results are known, Of these, 14, or 12.1 per cent, died post-operatively or the 
tumour was a post-mortem finding; 20, or 17.4 per cent, were dead from 
metastases or recurrences, or had inoperable recurrences; and 81, or 70.5 
per cent, were well from periods up to 15 years after operation. In this 
collection he found two patients who were well 11 and 10 years after an 
operation for removal of a secondary tumour. 

The author reports a case in which a soft and cystic granulosa-cell tumour 
was removed from a woman 44 years of age in 1919. The tumour was very 
cellular and soft, and was described as breaking like brain tissue. Twelve 
years later she started to bleed vaginally; this was small in amount and lasted 
for only four days. Fourteen years after the operation bleeding again 
occurred, and persisted on and off for two years, when she reported with a 
lump in the abdomen. At operation a lump was removed from the right 
vesico-uterine fold which was identical, on microscopical appearances, with 
that found at the previous operation. A course of deep X-rays was given, 
and she is still well two years after the second operation. 

The author thinks that probably the second tumour arose in another 
granulosa cell-rest because of its unusual situation, but he says that he 
cannot disprove the possibility of its being a true recurrence of the original 
tumour. 


GRANULOSA-CELL CARCINOMA OF THE OVARY IN A CHILD OF 3 YEARS AND 

g Monrus. 

The occurrence of a granulosa-cell tumour before puberty is so rare that 
this case is reported with a description of its effect on the body generally. 
The authors report the case of a girl, aged 3 years and 9 months, who weighed 
three and a half stones and was as tall, 42 inches, as an average child of 
five years. She complained of pain and enlargement of the abdomen and her 
mother had noticed a sudden hypertrophy of the breasts. The unusual 
increase in height had occurred mainly during the previous six months, but 
there had not been any vaginal bleeding. On examination an indefinite mass 
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was found in the left of the lower abdomen associated with some free fluid, 
the external genitalia and breasts were hypertrophied, and there was also a 
profuse white vaginal discharge. Laparotomy was performed and a tumour 
about 10 centimetres across was found in the left ovary. This was removed 
and the uterus was noticed to be about the size usually found at the age of 
puberty. Hormone estimation of the urine was carried out just before 
operation and at intervals afterwards; 1,739 mouse-units of oestrin per 100 
cubic centimetres of urine were present before the removal. Two days later 
it fell to 105, four days later still it was 4, and two months after that it 
was nil. The tumour was found to be very cellular and haemorrhagic, and 
was diagnosed as a granulosa-cell carcinoma. The patient also received 
goo Roentgen units one month after the removal of the tumour. 

Following this treatment the breasts were seen to decrease to about half 
the previous size, but 11 weeks after the operation small nodules were felt in 
the region of the right ovary. During the next fortnight these increased in 
size. In spite of negative oestrin tests of the urine another laparotomy was 
performed, and these masses were found to be secondaries. Although 
repeated doses of X-ray therapy were given, the patient died seven months 
from the beginning of treatment. 

Bryan Jeaffreson. 


Surgery, Gynecology and Obstetrics. 


Vol. Ixvi, No. 4, April 1938. 
*The fertile period in practice; a five-year clinical study. A. G. Miller. 
*Methods of demonstrating the activity of corpus luteum. D. I. Macht. 
*Operative injuries of the ureter. D. Feiner. 


Vol. Ixvi, No. 5, May 1938. 
*Non-invasive potential carcinoma of the cervix. C. S. Stevenson and 
E. Scipiades. 
*A study of hyperemesis gravidarum with special reference to blood 
chemistry. O. Glassman. 
*The obstetrical shoulder trauma. O. Scaglietti. 


Vol. Ixvi, No. 6, June 1938. 
*A note on the respiration-like movements of the human foetus. W. F. 
Windle, C. A. Dragstedt, and R. R. Greene. 
*Correction of cystocele and rectocele in the process of supravaginal 
hysterectomy. Drosin. 
*Retraction ring dystocia; its cause and correction. W. T. Pridie. 


THE FERTILE PERIOD IN PRACTICE; A FIVE-YEAR CLINICAL STUDY. 


A five-year clinical study of the fertile and sterile periods of women has 
been made. This study definitely points out the value of accurate menstrual 
records as an early diagnostic aid of abnormal function of the female sex 
organs. It also shows that ovulation has a definite time relation to the next 
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succeeding menstruation and indicates that the time between ovulation and 
the next menstruation is a matter of 14 days. The regularity, duration, and 
character of the menstrual periods are the chief signs indicating normal or 
abnormal function of the female sex organs. 

Barring accident or disease the menstrual cycle of a normal woman varies 
continually between a certain maximal and minimal number of days. 
Ovulation has a definite time relation to the next succeeding menstruation, 
and regardless of the rhythm in the menstrual cycle, this relation does not 
change. 

That there are definite periods of physiological fertility and sterility in 
the menstrual cycles of normal women appears to be a definitely established 
biological law. The fundamental scientific basis of the fertile period is sound 
and reliable. The procedure offers to mankind, when it is supervised by a 
physician, a simple, dependable, and physiological method of contraception. 


METHODS OF DEMONSTRATING THE ACTIVITY OF CORPUS LUTEUM. 


A résumé of all kinds of experimental data found in scientific literature 
regarding the physiological function of the corpus luteum is presented. 

Three lines of investigation by the writer and his collaborators, with 
water-soluble corpus luteum preparations, are described. 

A study of vaginal smears revealed that injections of corpus luteum 
extracts distinctly inhibited the oestrous cycle of guinea-pigs. Injections of 
corpus luteum in mice inhibited a tendency to hypertrophy of the uterus 
induced by injections of oestrogenic follicular extracts. 

Corpus luteum extracts elicited characteristic responses from uterine muscle 
of guinea-pigs and cats, Fallopian tubes of pigs, and vasa differentia of 
white rats. 

In the three classes of experiments the same extracts induced parallel 
and comparable results, thus demonstrating that the activity of corpus luteum 
preparations may be shown by several convenient methods, 


OPERATIVE INJURIES OF THE URETER. 


Injury to the ureter may be sustained during any pelvic operation, but 
it is more common following radical abdominal or vaginal hysterectomy and 
notably in operative procedures for the removal of intraligamentous tumours. 
In selected cases in this group, catheters may be inserted into the ureters 
before the operation is started, as an additional safeguard. The most common 
sequelae of ureteral injury are vaginal and abdominal fistulae. If the ureter 
is divided during the course of a prolonged operation, the operator may be 
compelled to resort to ureteral ligation, but this is justifiable only when the 
risk of repair is too great. If a ligature or clamp has been placed on either 
one or both ureters and the injury is detected at the time it is inflicted, and 
there is evidence that fistula is likely to develop, uretero-ureteral or 
ureterovesical anastomosis should be immediately performed If bilateral 
occlusion occurs after the operation, immediate de-ligation should be done, 
providing the patient’s condition is good. Nephrostomy may be the most 
feasible procedure when intra-abdominal work is contra-indicated by the 
gravity of the patient’s condition. 
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The operator, when confronted with a damaged ureter, should be prompted 
in his selection of the reparative procedure with the fundamental aim in mind 
of the preservation of both ureteral and renal functions. 


NON-INVASIVE POTENTIAL CARCINOMA OF THE CERVIX. 


The authors present 18 cases for which one of them has proposed the 
name non-invasive potential carcinoma of the cervix. This is a lesion 
composed of anaplastic epithelial cells which apparently arises spontaneously 
in a growth centre at the junction of the squamous and columnar epithelium 
of the portio of the cervix. It lies within the usual domain of the normal 
stratified squamous epithelium and has remained relatively localized in a 
few accurately observed cases for three to eight years, after which it may 
break through the basement membrane and invade and destroy the stroma 
of the cervix, having then clinically become a cancer. 

In one patient in this series the carcinoma remained non-invasive for eight 
years and one month, following which it developed into a clinical carcinoma 
and finally caused the death of the patient. 

The diagnosis of this condition is discussed and the cases given in full 
detail. The authors hope that similar studies will be carried out so that it is 
possible to draw more valuable conclusions and to throw light on the, as yet, 
unanswerable questions on this subject. 


A Stupy oF HyPEREMESIS GRAVIDARUM WITH SPECIAL REFERENCE To BLoop 

CHEMISTRY. 

Glassman has made a study of hyperemesis gravidarum at the New York 
Hospital. The length of time in which vomiting persists, the duration of the 
pregnancy, the pulse-rate, and the blood-pressure do not have any definite 
relation to the severity of the condition. A high haemoglobin appears to be 
of some diagnostic significance, and as a rule denotes marked dehydration. 
The non-protein nitrogen content and the uric acid content may be increased 
but show a sharp drop after treatment with intravenous fluids. In some 
cases of late vomiting of pregnancy and in some patients who do not respond 
to treatment, the non-protein nitrogen content and the uric acid content tend 
to rise. Blood chlorides and sugar values are usually within normal limits. 
There is marked fluctuation in the carbon dioxide combining power of the 
blood with great tendency to acidosis. Acetonuria is a conspicuous finding, 
and although not the immediate cause of vomiting, control by proper therapy 
is important. The prognosis is dependent upon the following haemoglobin 
values: the weight curve, presence or absence of acetonuria, the blood 
chemistry determinations, and the effect treatment has on these factors. 
Continued loss of weight, with rising non-protein nitrogen and uric acid, 
retinal haemorrhages, and marked jaundice, are all indications for terminating 
the pregnancy. 


THE OBSTETRICAL SHOULDER TRAUMA. 
Obstetrical lesions of the shoulder can be classified in three groups, 
(a) obstetrical joint trauma, (b) obstetrical paralysis, and (c) mixed form, 
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paralysis and trauma. Differentiation between these three lesions is possible 
by electrodiagnosis and Roentgenological examination. 

Obstetrical joint trauma, which is the most common, leads to epiphyseal 
separation at the upper end of the humerus, with characteristic clinical and 
Roentgenological manifestations due to an inward and backward displacement 
of the upper fragment with an increase of the angle of inclination and 
declination. 

The treatment of the sequelae of the obstetrical shoulder lesion is surgical. 
In cases with retroversion of the epiphysis, two operations have to be 
performed, first the capsulotomy of Sever, and secondly the rotation 
osteotomy of Putti. 


A NoTE ON THE RESPIRATION-LIKE MOVEMENTS OF THE HUMAN FOETUS. 


Although incidental reference has been made to respiratory-like movements 
of the human foetus at artificial abortion, hysterectomy, and hysterotomy, 
by a number of investigators, very few reports concern the foetus in the 
first half of gestation. 

The authors therefore felt it desirable that they should report their 
observations on three new specimens smaller than any previously described. 

In one case, pregnancy was terminated by dilating the cervix, and the 
specimen with the placenta was promptly delivered. It was soon seen to be 
executing rhythmic movements of the head and trunk which involved 
contractions of the diaphragm and muscles of the chest. These inspiration-like 
activities were strong and resembled rhythmic gasping. They continued for 
many minutes, becoming slower after they were first noticed. 

In the second and third cases there was a similar occurrence, after 
removing a gravid uterus, which was subsequently opened. 

It is evident that the human foetus can execute rhythmic respiratory-like 
movements in the third and fourth months, though it is not implied that 
they do so normally in utero, because in every instance a state of anoxaemia 
with carbon dioxide accumulation had been set up in the foetus by its removal 
from the uterus. 


CORRECTION OF CYSTOCELE AND RECTOCELE IN THE PROCESS OF SUPRAVAGINAL 
HYSTERECTOMY. 


Drosin has devised a technique whereby cystocele and rectocele would be 
automatically eliminated by a few modified steps in the technique of 
supravaginal hysterectomy. Briefly it is as follows :— 

After the round ligaments are ligated close to the uterus, the body of the 
uterus is severed from the cervix. A taut bridge is formed of the pedicles of 
the round ligaments by overlapping them. This is the cardinal step in the 
new technique. The stump of the cervix is elevated and attached to the 
under surface of the ligamentous bridge. This is in the reverse order of the 
usual technique. With the elevation of the cervix, the vaginal wall, including 
the cystocele and rectocele, comes along to the extent of obliteration of the 
latter two. Peritonealization is then carried out in the usual manner. 

Out of 43 cases, the cystocele was completely corrected in 37. 

Drosin maintains that the round ligaments can be depended upon for 
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support, as the large and heavy uterus is no longer present, and the over- 
lapping tense bridge removes any sag in the round ligaments. 


RETRACTION RinG DysTocia; Irs CAUSE AND CORRECTION. 

Contraction rings are physiological, but can become pathological under 
some of the conditions which produce retraction rings. 

Retraction ring always occurs at the juncture of the upper and lower 
uterine segments, and tetany uteri develops when the force of the retraction 
is exaggerated. 

Retraction ring may be prevented by effecting early analgesia, and, when 
indicated, measures to combat acidosis and alkalosis. The carbon dioxide 
content of the blood is usually low when retraction ring is present, and 
sodium bicarbonate will restore this to normal. 

Caesarean section is necessary in ring retraction only if uterine tetany 
is present. 

The foetal mortality from ring dystocia is about 10 per cent. There should 
not be any maternal mortality. 

C. D. Read. 


Bruxelles Médical. 


Vol. xviii, No. 20, March 2oth, 1938. 
*Streptococcal peritonitis due to rupture of a pyosalpinx. J. Rouffart-Marin. 


Vol. xviii, No. 21, March 27th, 1938. 


SOCIETE BELGE DE GYNECOLOGIE ET D’OBSTETRIQUE. 


REPORT OF MEETING HELD FEBRUARY 5TH, 1938. 
(i) Pelvic appendix. R. Bourg. 
(ii) False melaena. M. Brouha and P. Moureau. 


REPORT OF MEETING HELD MARCH 5TH, 1938. 
(i) Caesarean section by Porthes’s technique. L. Verstraete. 
(ii) Folliculin content of ovarian cysts. D. Heyne. 
(iii) Primary abdominal pregnancy. M. Vastesaeger and G. de Toeuf. 


Vol. xviii, No. 23, April roth, 1938. 
*Cases of foetal malformation, strangulation of cord, and extramembranous 
pregnancy. J. Bernard. 


STREPTOCOCCAL PERITONITIS DUE TO RUPTURE OF A PYOSALPINX. 


The usual treatment for salpingitis is conservative in nature and the 
results are good. Infection of the appendages following induced abortion has 
a special danger because of the virulence of the infecting organisms. 

A case is described of a woman who developed symptoms of acute 
salpingitis following induced abortion. She had a large pyosalpinx on the 
left side. Conservative measures resulted in improvement but not cure; 
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operation was advised but refused. In spite of contrary advice the patient 
insisted on radiological examination of the alimentary tract following a 
barium meal and enema, Evidence of chronic appendicitis was found. 
Shortly after this the patient complained of severe abdominal pain and again 
developed pyrexia. Operation was deferred for some hours until a rising 
pulse-rate made clear the diagnosis of general peritonitis. Laparotomy 
confirmed the diagnosis and revealed a rupture of the pyosalpinx. Salpingec- 
tomy and drainage did not avail to save the patient’s life. Streptococci were 
recovered from the pus. 

The author concludes that manipulations during X-ray examination 
brought about the rupture, and emphasizes the danger of such interference. 
The clinical features of this type of peritonitis are atypical; abdominal rigidity 
is absent and vomiting is a later symptom. 


CasEs OF FortTAL MALFORMATION, STRANGULATION OF CORD, AND EXTRA- 
MEMBRANOUS PREGNANCY. 


Case 1. Multiple malformations of the foetus. The abdominal wall was 
completely absent and intestines presented during labour. 

Case 2. Multiple malformations with anencephalus and spina bifida in a 
female child. Hydramnios was present during pregnancy. 

Case 3. Strangulation of cord by amniotic bands. The patient was seen 
when 30 weeks pregnant, and at that time the foetal heart was heard. Three 
weeks later she was prematurely delivered of a macerated foetus. The cord 
was strangulated 20 centimetres from the placenta by two amniotic bands. 
Stricture of the vessels was subsequently demonstrated by their injection with 
a fluid opaque to X-rays. 

Case 4. Extramembranous pregnancy. The patient had previously had 
three normal confinements. At the twenty-second week of pregnancy she 
noticed an escape of fluid and a little blood. Three weeks later there was 
further bleeding, but the foetal heart was audible. Abortion took place after 
another week; the foetus was normal, but the amniotic sac was small and 
retracted on to the placenta. The author concludes that the child lived 
in utero, outside the membranes, for the 43 days following the discharge of 
liquor amnii. This was too short a time for foetal malformations to develop. 
Another case, in which the foetus remained in utero for 106 days and was 
deformed, is recalled. 

The differential diagnosis between this condition and decidual hydrorrhoea 
is discussed. In extramembranous pregnancy lanugo and vernix caseosa may 
be found in the discharge, and the uterus is smaller than normal. 


J. N. A. Jeffcoate. 


Gynécologie et Obstétrique. 


Vol. xxxvi, No. 5, November 1937. 
*Adenoma of Gaertner’s duct. Reeb. 
Experimental endometrial hyperplasia with atypical proliferation of the 
uterine epithelium following ovarian extirpation. Lipschutz. 
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A theory of menstruation. Araya. 

*A method of treating large urogenital fistulae with the use of a loop of 
intestine as a urinary reservoir, Maguidson. 

*Post-encephalitic Parkinsonism complicating pregnancy. Achard. 


Vol. xxxvi, No. 6, December 1937. 


Atypical endometrial growth and squamous metaplasia of the cervical 
mucosa due to ovarian pituitary imbalance after experimental ovarian 
operations. Lipschutz. 

The surgical treatment of puerperal breast abscesses. J. Kreis. 

*The value of radium therapy in carcinoma vulvae. J. Nuytten and 
R. Garraud. 

Unilateral absence of the appendage due to spontaneous amputation from 
the torsion. J. Regad. 

The interrelation between the endocrine glands and the ovary in the 
menstrual cycle. R. Araya. 


ADENOMA OF GAERTNER’S Duct. 


Reeb describes the embryology and anatomy of Gaertner’s duct. He 
reviews the literature of tumours associated with this duct and describes a 
case of a cervical tumour which occurred in a patient, 37 years of age, which 
presented the characteristic appearances of a tumour of Gaertner’s duct, 
composed of closely set small loculi lined by a single layer of cells. The 
uterus was removed and it was found that this tissue lay on either side of 
the supravaginal cervix, converging towards the vaginal cervix. Differential 
staining with muci-carmin was found of assistance in distinguishing between 
the adenoma and the normal cervical glands. 


A METHOD OF TREATING LARGE UROGENITAL FISTULAE WITH THE USE OF A 
Loop oF INTESTINE AS A URINARY RESERVOIR. 


Maguidson describes a technique for utilizing a loop of small intestine as 
a urinary reservoir. He brings out an isolated loop of small intestine through 
the tissues of the rectovaginal septum, bringing its lower end out just in 
front of the anus. In the successful case described by the author, fluid was 
injected into this loop until it could contain 200 cubic centimetres and the 
patient had acquired some measure of control of the lower end by the anal 
sphincter. This took two months. The abdomen was then re-opened and the 
two ureters were transplanted into the intestinal loop by Coffey’s method. 


PosT-ENCEPHALITIC PARKINSONISM COMPLICATING PREGNANCY. 


Achard describes four cases of post-encephalitic Parkinsonism associated 
with pregnancy. The disease did not have any adverse effect upon the 
pregnancy, but in one case labour brought about an epileptiform seizure. 
Uterine tone was normal in each case. The puerperia were normal, though in 
one case the general spasticity was increased after delivery. 
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THE VALUE OF RADIUM THERAPY IN CARCINOMA VULVAE. 

Nuytten and Garraud describe 17 cases of carcinoma vulvae treated with 
radium. Four patients had survived without recurrence for periods varying 
between two and five years; four patients developed recurrences at intervals 
of six, four, two years, and one year respectively. There were nine failures. 

After describing each case in detail, the authors arrive at the following 
conclusions: (1) Radium therapy will bring about improvement in about 
50 per cent of cases and a durable cure in 25 per cent of cases. (2) The state 
of the inguinal glands is the key to the prognosis in carcinoma vulvae. If 
adenopathy exists, then recurrence is likely even after the most complete 
removal of the lymphatic glands or the most carefully planned irradiation. 
(3) Interstitial irradiation is the method of choice in cancers of the labia, 
fourchette, and the clitoris; teletherapy for cancers of the vestibule. 


P. Malpas. 


Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 


Vol. xxvi, No. 8, October 1937. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 


The use of acetone in the treatment of chronic metritis and inoperable 
carcinoma cervicis. E. Cabanes. 
*Fifty-seven cases of breech presentation. Jahier. 
Recurrent extra-uterine gestation. Laffont and Laffargue. 
Obstetric shock and salt lack. Ezes. 
Face presentation. Fulconis. 
Severe pyelonephritis cured by the use of Vincent’s serum. Ezes. 
Silent rupture of the uterus treated by hysterectomy. Ezes. 
Tubal torsion simulating acute appendicitis. Fulconis. 
A case of hydrocephalus. Fulconis. 
*Insufflation and lipiodol injections. Fulconis. 
An osteomalacic pelvis. Laffont and Gares. 
Mesenteric thrombosis in pregnancy. Laffont and Gares. 
*Acute pulmonary oedema complicating placenta praevia. Laffont, Gares, 
and Viallet. 
*Acute pulmonary oedema following the injection of Vincent’s serum. 
Laffont, Gares, and Saurin. 
*Spontaneous abortion and agranulocytic anaemia. Laffont and Ezes. 
Fracture of the femur at birth. Laffont and Ezes. 
*Some reactions of the cervix to iodine. Fulconis. 
Infra-red therapy in obstetric practice. Fulconis. 
Congenital sterility. Fulconis. 
Recurrent abortion treated with corpus luteum. Laffont and Schebat. 
The anatomy of the superior longitudinal sinus. Jahier. 
Puerperal retention of urine. Jahier. 
Malta fever in the puerperium. Jahier. 
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REUNION OBSTETRICALE DE LILLE. 

Spontaneous cure of an ovarian cyst. Delannoy. 

Two cases of pyelonephritis. Gellé. 

Onset of labour due to acute pneumonia with subsequent pelvic thrombosis. 
Patoir and Decoulx. 

Haematometra and double haematosalpinx due to post-irradiation cervical 
stenosis. Decoulx, Patoir, and Bédrine. 

Post-partum streptococcal septicaemia. Patoir and Decoulx. 


SOCIRTE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 
Severe jaundice in pregnancy and post-partum haemorrhage. Limpach and 
Fobe. 
An adenoma of Gartner’s duct. 
Technique of repair of vesico-vaginal fistula. Keller. 
Inversion of the uterus due to a fibroid. Keller. 
A case of osteogenesis imperfecta. Herr. 
*Bony metastases following uterine carcinoma. Meyer. 
Haematocolpos and absence of the left kidney. Fournier. 
Dangerous pessaries. Ackermann, 
Malformations of the uterus in relation to labour. Keller and Schmitt. 
*Labour after presacral sympathectomy. Reeb. 
Analysis of blood transfusions performed at the Civil Hospital, Strasbourg. 
Mély. 


Vol. xxvi, No. 9, November 1937. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
*A theca interna tumour. J. Varangot. 
*A thecal tumour. Mocquot et al. 
Chronic infection in the aetiology of sterility. Béclére. 
A case of congenital icthyosis. Ecalle and Suzor. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

Congenital mongolism. Péhu and Brochier. 

Therapeutic abortion for chronic nephritis. Voron et al. 

Suppurative arthritis of the symphysis pubis after delivery. Trillat, Tatin. 
and Prost. 

Congenital goitre. Rhenter and Magnin. 

Peri-urethral abscess in pregnancy. Trillat and Flotard. 

Thirty lower-segment Caesarean sections. Voron and Brochier. 

Rupture of the circular sinus. Rhenter and Magnin. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
*The time of delivery. Fruhinsholtz and de Miscault. 
Abdominal hysterectomy in therapeutic abortion. Chaton. 
Uterine endometriomata and ovarian cysts. Binet and Cassel. 
A large fibroid of the broad ligament. Hamant and Rothan. 
Intestinal obstruction at the fifth month of pregnancy. Vermelin et al. 
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Fatal volvulus of a megalacolon at the eighth month of pregnancy. Hamant 
and Vermelin. 
Post-abortive tetanus. Hartemann. 


Vol. xxvi, No. 10, December 1937. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 


Post-abortive phlegmasia alba dolens. J. Spindler. 
Haemolytic septicaemia following the intra-uterine injection of soapy water. 
Delalande. 
Syphilitic stenosis of the cervix. Ravina et al. 
A kymographic insufflation apparatus. L. Bonnet. 
*The pathology of uterine bleeding of ovarian origin. C. Béclére. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 
Pernicous anaemia at the eighth month of pregnancy. Rabot. 
Peritonitis at the sixth month of pregnancy. Morel and Barbier. 
Dystocia due to congenital cystic kidneys. Gonnet e¢ al. 

Fifty-one cases of repeated Caesarean section. Trillat and Magnin. 


Vol. xxvii, No. 1, January 1938. 


SOCIETKE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 

*A virilizing ovarian tumour. Hitzanides and Douay. 

*Masculinizing tumours of the ovary. Varangot. 

Vaginal hysterectomy. J. L. Faure. 

*A hundred and ten cases of sterility treated, with 11 subsequent conceptions. 
Béclére and Francois. 

A case of post-partum fits. Portes, Ducas, and Di Matteo. 

X-ray pelvimetry. Portes, Mayer, and Mathieu. 

A menstrual fistula. R. Palmer and J. Pulsford. 

Severe puerperal infection treated with para-amino-sulphanilamide and 
quinine. Digonnet and Lamotte. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE MARSEILLE. 


External version causing placental separation. FE. Casalta. 

A malformation of the hymen associated with pregnancy. G. Plasse. 

A case of accidental haemorrhage. G. Plasse. 

Post-partum eclampsia without initial hypertension. E, Casalta. 

Premature separation of the placenta due to a short cord. F. Gavaudan, 

The incidence of trichomonas vaginalis infection in Marseilles. M. and Mme. 
Chipault. 

*Diabetes insipidus and pregnancy. Verdeuil and Casalta. 

Two cases of hydatidiform mole. Gavaudan. 

Intraperitoneal rupture of the corpus luteum. J. Cottalada. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE 
MONTPELLIER. 


Incomplete rupture of the lower segment after a trial of labour. de Kerleay, 
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The Mickulicz drain in tuberculous disease of the appendages. Lapeyre et al. 
Naegele’s pelvis and normal delivery. Delmas e¢ al. 

Placenta accreta. R. Batlle. 

Obstetric shock in sympathetic hypertonus. R. Batlle. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 

A case of double uterus with rupture of a gravid horn. Charles and 
-Maitrerobert. 

Two cases of abdominal myomectomy followed by pregnancy. Christitch. 

Torsion of the Fallopian tube. Hamant and Rothan. 

Presacral sympathectomy in inoperable cancer of the uterus. Binet and 
Canel. 

The nature and purpose of labour pains. J. Hartemann. 


Vol. xxvii, No. 2, February 1938. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 

Operative indications in 25 vaginal hysterectomies. Béclére. 

The use of carbon dioxide in the treatment of white asphyxia. Portes, Cot, 
and Mayer. 

*Hysterosalpingography using fluid lipiodol. Palmer e¢ al. 

Ovulation induced by the injection of serum of a pregnant mare. Moricard 
and Saulnier. 

Meningococcal septicaemia in pregnancy. Portes and Depaillat. 

A new forceps. Suzor. 


REUNION OBSTETRICALE DE LILLE. 


Torsion of a hydrosalpinx in a hernial sac. Montagne. 
Prolapse of the cord treated successfully by Delmas’s method. Palliez. 
Accidental haemorrhage associated with placenta praevia. Gernez. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 
The anatomy of the pelvi-perineal plexus. J. Henriet. 
Anaesthesia of the pelvi-perineal plexus in obstetrics. Henriet and Valdejo. 
Chorion-carcinoma following full-time labour. Weber. 
Paradoxical results of the biological test for pregnancy in a case of chorion- 
carcinoma. Keller and Limpach. 
Para-urethral metastasis of a chorion-carcinoma three years after delivery, 
at term. A. Ginglinger. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 

Carcinoma of the Fallopian tube. Ducuing and Guilhem. 

Caesarean myomectomy. Estienny, 

A case of adenocarcinoma of the cervix surviving 10 years after radium 
therapy. Ducuing. 

A pendulous uterus. Garipuy. 

Pelvic infection and carcinoma cervicis. Estienny. 
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The treatment of carcinoma corporis at Radiumhemmet, Stockholm. 
Ducuing and Négre. 
Intraperitoneal injections in the Friedmann-Brouha test. de Boissezon. 


FIFTY SEVEN CASES OF BREECH PRESENTATION. 


Jahier reports 57 cases of breech presentation delivered by himself over a 
period of 10 years. In the case of 35 primigravidae the measures adopted 
for delivery of the head were abdominal expression, episiotomy, and 
Mauriceau’s method. In two cases Caesarean section was done. In the case 
of multiparae, suprapubic pressure was the rule; one case required Caesarean 
section, and in another the after-coming head was perforated. 

None of the mothers died. In five cases the episiotomy wound did not 
heal. Of the 53 children, four were stillborn and three died soon after 
delivery. 


INSUFFLATION AND LIPIODOL INJECTIONS. 

Fulconis, discussing the scope of insufflation and lipiodol injections, states 
that he found insufflation gave inconclusive results so often that he has 
abandoned its use. One way in which a fallacious result may be obtained is a 
failure of the sound to pass the internal os. 

In using lipiodol, he prefers to perform the injection under an X-ray 
screen. In negative cases a second control examination should be performed 
24 hours later 


SPONTANEOUS ABORTION AND AGRANULOCYTIC ANAEMIA. 

Laffont and Ezes describe the case of a patient who was admitted to 
hospital during her third pregnancy with pyelitis and an ulcerated patch on 
the left tonsil which was diagnosed as Vincent’s' angina. The blood-count 
was as follows, red blood-corpuscles 1,630,000, haemoglobin 50 per cent, 
colour-index 1.52, leucocytes 700; the differential count being polymorpho- 
nuclear leucocytes 30 per cent, mononuclear cells 30 per cent, lymphocytes 
40 per cent. 

After admission there was a severe haemorrhage from the throat. The 
patient then expelled a foetus of 22 weeks. The placenta showed severe 
recent infarcts. She died next day. Sternal puncture showed numerous 
granular cells and leucoblasts. 


SOME REACTIONS OF THE CERVIX WITH IODINE. 

Fulconis discusses the results obtained with the cervical iodine test in 
100 patients belonging to three separate groups. 

In the first group the patients had had both ovaries removed. In this 
group the iodine was found slightly to stain the cervix, the pale cervix 
contrasting sharply with the dark vagina. In the second group of normal 
women Fulconis found the intensity of the staining rose to a maximum at 
the middle of the menstrual period. The intensity of the cervical staining 
would appear to reach its maximum at the time of ovulation. In the third 
group of pregnant women weak staining was noted. 
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ACUTE PULMONARY OEDEMA COMPLICATING PLACENTA PRAEVIA. 
ACUTE PULMONARY OEDEMA FOLLOWING THE INJECTION OF VINCENT’S SERUM. 

The first case was one of acute pulmonary oedema developing immediately 
after the spontaneous delivery of a living child in a case of lateral placenta 
praevia. 

In the second case the patient was suffering from post-abortive haemolytic 
streptococcal septicaemia. An intravenous injection of 30 cubic centimetres 
of Vincent’s serum in 100 cubic centimetres of saline was slowly given. The 
patient suddenly collapsed when the injection was finished, and had an 
intense rigor. Ten hours later she felt better and lifted herself in bed. 
Immediately intense dyspnoea commenced, cyanosis, developed, and a 
profuse, frothy and blood-stained expectoration appeared. She died five 
minutes later. 

During the phase of apparent recovery between the initial rigor and the 
final collapse, 0.1 cubic centimetre of the patient’s serum was injected 
intradermally into a normal person, followed next day by the injection of 
0.t cubic centimetre of Vincent’s serum. An _ urticarial wheal rapidly 
developed. From this experiment the authors conclude that the acute 
pulmonary oedema was anaphylactic in nature. 


Bony METASTASES FOLLOWING UTERINE CARCINOMA. 

P. Meyer reports two cases of bony metastases of carcinoma of the uterus 
In the first case the lesion had been a carcinoma of the body treated by 
hysterectomy; the metastasis was in the upper end of the left femur and 
caused. a spontaneous fracture. In the second case the primary growth was 
an advanced carcinoma of the cervix. Three years after radium therapy the 
patient developed a metastasis in the body of the fourth lumbar vertebrae. 

The author is of the opinion that bony metastases occur in Io to 20 per cent 
of cases of carcinoma uteri. 


LABOUR AFTER PRESACRAL SYMPATHECTOMY. 

Reeb describes a case of a woman who became pregnant four months after 
presacral sympathectomy. The patient was 36 years of age. The pregnancy 
and labour were normal. 


A THECA INTERNA TUMOUR. 

Varangot describes a solid tumour of the ovary occurring in a woman, 
47 years of age, who had reached the menopause six years before. The only 
symptoms were those of pressure. 

The tumour differed from an ovarian fibroma in the presence of intensely 
yellow areas on its cut surface. Microscopically, the growth was found to be 
intensely cellular with very few fibroblasts, the appearances simulating 
sarcoma apart from the absence of mitoses and atypical cells. The yellow 
areas stained intensely with sudan red, and microchemical examination 
demonstrated the presence of cholesterin esters, but no fatty acids or 
neutral fats. 
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The author refers to 23 published instances of similar ovarian fibromata 
containing intracellular cholesterides. Two-thirds of the cases occurred in 
women over 50 years of age. Many of these thecal tumours appear to be 
associated with endometrial hyperplasia. 


A THECAL TUMOUR. 

The patient, 54 years of age, complained of post-menopausal bleeding. A 
solid yellow tumour, the size of a large cherry, was found in the left ovary. 
Microscopically, the tumour consisted of short spindle-cells, having a clear 
protoplasm and a central nucleus with two or three nucleoli. Scarlach’s stain 
showed the presence of fine intracellular granules. The endometrium 
exhibited cystic hyperplasia. 

In the authors’ opinion the differential diagnosis between these thecal 
tumours and true granulosa-cell tumours can be made only by a microscopical 
examination. 


THE TIME OF DELIVERY. 

Fruhinsholtz and de Miscault have examined the time of the onset of 
pains in a series of 2,444 labours. They found that three times as many 
labours start in the four hours about midnight as in the four hours about 
midday. Similar findings were obtained in the case of the time of the onset 
of antepartum haemorrhage in cases of placenta praevia and also the times 
at which rupture of the membranes occurred. 

The decisive hours, or hours of election, appear to be between 11 o’clock 
at night and 3 o’clock in the morning. The authors believe this tendency for 
labour pains to start at night is but one expression of a general nocturnal 
modification of sympathetic tone, exemplified also by the nocturnal crises of 
asthma and neuralgia. 


THE PATHOLOGY OF UTERINE BLEEDING OF OVARIAN ORIGIN. 


Béclére discusses the general problem of the relation between ovarian 
function and uterine bleeding. In 158 cases of malfunctional bleeding the 
cause was considered to be pubertal ovarian disturbance in 15 cases, chronic 
infection as disclosed by abnormal radiological appearances in 93 cases, and 
premenopausal ovarian disturbance in 50 cases. 


A VIRILIZING OVARIAN TUMOUR, 
MASCULINIZING TUMOURS OF THE OVARY. 


Hitzanides, of Athens, describes the case of an atypical arrhenoblastoma 
the size of an adult head arising from the right ovary, and associated with 
virilism which completely disappeared after removal of the tumour. 

Varangot discusses the pathology of masculinizing tumours of the ovary. 
His paper is based entirely on the literature. The tumours fall into two 
groups. In the larger group formed by the arrhenoblastomata the tumours 
have fundamentally a testicular structure, although in some instances the 
tubular formation may be far from regular. In the smaller group the tumours 
are formed of large clear cells filled with lipoid granules and resembling the 
cells of the adrenal cortex or the corpus luteum. 
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A HUNDRED AND TEN CASES OF STERILITY TREATED, WITH II SUBSEQUENT 

CONCEPTIONS. 

Béclére and Frangois review the results of their treatment of 110 cases cf 
sterility. Four successes followed simple dilatation combined with insufflation. 
Three successes followed hormonal and dietetic treatment in patients 
exhibiting obesity associated with oligomenorrhoea, In four cases, including 
three cases of secondary infection, there was evidence of chronic pelvic 
infection present. In the three secondary cases salpingography showed some 
degree of tubal stenosis. The treatment adopted was pelvic diathermy 
following lipiodol injection. 

Taking those cases in the series in which salpingography showed the 
Fallopian tubes to be patent, the percentage of successes was 18. 


DIABETES INSIPIDUS AND PREGNANCY. 

Verdeuil and Casalta describe a typical case of diabetes insipidus in which 
pregnancy proceeded normally to term. Posterior pituitary extract had been 
found to have an immediate effect on the third and polyuria, when injected 
before the commencement of pituitrin, had little or no effect, although it 
seemed to improve the general condition. The authors refer to a paper by 
H. Vignes, published in 1935, dealing with 36 published cases. 


HYSTEROSALPINGOGRAPHY USING FLUID LIPIODOL. 


Palmer, Pulsford, and Christeas describe their experience with a prepara- 
tion of lipiodol less viscous than normal. The preparation used contains the 
same amount of iodine as the older preparation, but has a lower surface 
tension (35 dynes as opposed to 37 per cubic centimetre) and is six to eight 
times more fluid. The main advantage gained is that much less dilatation is 
necessary. The liquid passes into the Fallopian tubes at approximately the 
same pressure as gas. The opacity to X-rays is rather less than the original 
preparation, but this does not, in practice, prove a disadvantage, as it allows 
variations in density to be shown. One of the disadvantages of the medium 
is its tendency to run back into the vagina if the point of the cannula is not 
introduced past the isthmus. There was one case of intravenous injection, 
an accident more likely to occur with fluid media, and the use of non-viscid 
lipiodol should be avoided when uterine bleeding is present. The authors 
consider that non-viscid lipiodol is preferable to the ordinary preparation 
provided that a rigid technique is observed. 


P. Malpas. 


Archiv fiir Gynakologie. 


Band 165, Heft 3. March 25th, 1938. 


*Clinical considerations concerning vaginal Caesarean section. E. Puppel. 

The significance of the circumference of the head in the newborn in 
connexion with expert medical opinion concerning nutrition. F. A. Wahl. 

The influence of biochemical factors on the morphological constitution of 
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milk and colostrum, and of the fat-content of milk. N. J. Kuschtalow 
and N. D. Terentjewa. 
The effect of male sex-gland hormone on the infantile ovary. H. Groher. 
The effect of non-physiological amounts of sex-gland hormone on the genital 
organs of castrated female rats. C. Kaufmann and E. Steinkamm. 
*Generalized puerperal infection by gas-producing bacilli. E. Tscherne. 
*Pathology and clinical features of disgerminoma ovarii. V. Féderl. 
Commencement of menstruation and its relations with pigmentation: 
researches in school children in Mainz. L. Ley. 
The development of the human vagina. Part IV. R. Meyer. 
Defective nutrition and germ-cell injury. A. Bayer. 
A contribution to the intra-uterine pathology of twins. B. Szendi. 
*Alterations in the cellular content of the vagina. E. G. Murray. 


Band clxvii, Heft 1, May r2th, 1938. 

*Quantitative modifications of the serum proteins in normal and _ toxic 
pregnancy and their clinical value. H. Siedentopf. 

*Critical considerations regarding the best treatment of placenta praevia. 
Liepelt. 

Experimental researches in the physiology of the vaginal musculature in the 
rabbit; with notes concerning the histology of the vaginal wall during the 
various phases of ovarian function. H. Dworzak. 

*The significance of the structure of the ovular membranes and of the vascular 
network of the placenta: on the basis.of 112 twin births. B. Szendi. 
Behaviour of the non-sugar reducing substances and of glutathion in the 

blood during pregnancy. H. Siedentopf and H. Werner. 

The effect of iron-containing mud from the plains on the purity of the 
vaginal flora. W. Starzewski. 

A new method of estimating the size of the foetal. head radiographically 
(segmented stereometry). F. A. Wahl. 

The functional state of the vaginal mucous membrane after operations on 
the genital organs. E. Murray and K. Herrnberger. 

*Endometropathia hyperplastica and environmental conditions. A, Honer- 
meier. 

Uterine function during affection of the thyroid by ovarian hormone. 
P. Grumbrecht and A. Loeser. 

*Establishment of the day of ovulation by the assistance of the flocculation 
number reaction (a criticism of Ogino’s and Knaus’s teaching in the light 
of new personal observations). M. Takata. 

*Ossification in the os magnum and unciform in the newborn as a certain sign 
of post-maturity. K. Kléppner. 

The minute-volume during cardiac repose in pregnant subjects. H. R. 
Schmidt-Elmendorff, G. Effkemann, and W. Borgard. 

Physiology of the vaginal mucous membrane in the newborn, M. Alexiu. 


CLINICAL CONSIDERATIONS CONCERNING VAGINAL CAESAREAN SECTION. 


Puppel includes in sectio vaginalis (1) classical vaginal Caesarean section, 
(2) anterior hysterectomy, (3) cervical incisions. He is convinced that the 
first, rightly employed, is of the greatest value. In 11 years 79 vaginal 
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Caesarean sections were done at Mainz—55 at term, 24 before term. The 
indications are summarized as conditions of maternal or foetal danger, in the 
former case pregnancy toxicoses, placenta praevia or soft-part dystocia; in 
the latter threatened asphyxia from premature rupture of the membranes, 
unduly protracted labour, uterine inertia, etc. In eclampsia at term 
abdominal Caesarean section is preferred; in placenta praevia at term vaginal 
is preferred to abdominal Caesarean section when the foetus is dead. At 
any stage of pregnancy premature detachment of the normally situated 
placenta is better treated by abdominal than vaginal Caesarean section, and 
the latter is very exceptionally called for in contracted pelvis; in fact only 
when the largest cephalic diameter has passed the inlet: and, as a rule, in 
combination with symphysiotomy. 

The corrected maternal and foetal mortalities were 3.7 and 7.6 per cent 
respectively. These figures refer to 45 classical Caesarean sections, 14 anterior 
hysterectomies, and 20 incisions of the cervix. The last are best done with 
efficient assistance and lighting; subsequent forceps delivery, if necessary, 
must be preceded by pushing the cervix upwards over the head; suture is 
afterwards essential. Anterior hysterectomy is chiefly called for, during the 
first stage, in cases of placenta praevia or eclampsia well before term. 

The classical vaginal Caesarean section demands considerable skill and 
experience: it is usually begun with the posterior incision, but this may be 
done in a second stage if anterior hysterotomy has been tried and found to 
afford insufficient space. Extraction follows as a routine: the third stage is 
accelerated by the intravenous administration of orasthin, but manual 
detachment was necessary in 20 of the 45 cases. The final examination for 
tearing of the incisions demands a good light and the services of two skilled 
assistants. Of 81 infants, delivery was terminated by the forceps in 49, by 
version and extraction in 21, by perforation in 1, and by breech extraction 
followed by perforation in 9. The chief danger of the operation, done by 
inexperienced hands or on wrong indications, is extension of the uterine 
incisions by tearing during delivery—with severe haemorrhage or eventual 
formation of painful scars uniting the cervix with the bony pelvic wall, 
leading to abortion in subsequent pregnancies, and affording little prospect of 
operative cure. 


GENERALIZED PUERPERAL INFECTION BY GAS-PRODUCING BACILLI. 


Generalized infection by Fraenkel’s bacillus, although rare, may be 
commoner than is generally supposed. Lehmann and Fraenkel (Archiv fiir 
Gynikologie, 1924, cxxii, 692) found that in 14 of 18 such infections, which 
in Germany seem almost invariably to follow criminal instrumental induction 
of abortion, the general condition was little impaired. It is also probable that 
many cases are missed, even at autopsy: surviving the early infection, the 
patients die from consecutive nephropathy at a time when decisive evidence 
of gas-bacillus infection can no longer be obtained. 

At Graz during the past five years there have been four cases of very 
acute generalized infection with speedy death; three cases which survived the 
acute stage but ended in death about a fortnight later from uraemia; and 
three cases, with positive findings in the blood, in the urine or in both, in 
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which cure followed treatment by anti-gas-bacillus serum instituted early, in 
the stage of incipient jaundice. 

The dangers of the infection come from (1) intoxication by products of 
proteolysis due to Fraenkel’s bacillus; (2) injury to the blood and anoxaemia; 
(3) affection of the kidneys. The renal changes include occlusion of the 
tubules by masses of methaemoglobin, toxic epithelial injury, severe 
interstitial nephritis, and finally, in the very acute cases, the production of 
small scattered necroses which appear to be of hyperergic origin—sensitization 
by products of placental necrosis preceding more massive entry of proteolytic 
substances at the time of delivery. 

Early treatment is all-important and will be more often instituted if the 
early appearance of icterus sub-partu, of oliguria, or of red urine leads to 
bacteriological investigation of placenta, blood and urine. The bacilli may 
remain in the urine long after disappearing from the blood. In one of the 
cases here described the patient, 27 weeks pregnant, had been 13 days in 
hospital before her apparently spontaneous premature labour, and died with 
extreme suddenness 19 hours later: Fraenkel’s bacilli were cultivated from 
the spleen and the macerated foetus, and the kidney contained recent 
necroses. 


PATHOLOGY AND CLINICAL FEATURES OF DISGERMINOMA OVARII, 


Foéderl, after a detailed historical review, accepts the views of Robert 
Meyer concerning the origin of this form of large-cell solid ovarian carcinoma 
from indifferent embryonic parenchyma which has lost the capacity of 
development in one or the other sexual direction: he agrees that the term 
‘‘seminoma’’ should be abandoned. In 96 pages he considers the clinical and 
pathological features, referring to the international literature of about 85 
cases, and describing in detail five cases with cure, five lethal cases, and 
three other comparatively recent cases. In one of the lethal cases, that of a 
woman, who up to the age of 21 had borne two children and at the age of 48 
had had total vaginal extirpation for adenomyosis interna and endometrial 
hyperplasia, the unilateral disgerminoma showed a widespread admixture 
with zones of granulosa-cell tumour formation. 

Ovarian disgerminoma is most common during the first two decennia and 
more frequently affects those who have some degree of genital hypoplasia 
or who are pseudohermaphrodite. It showed a frequency of 4 per cent, as 
compared with 18 per cent for granulosa-cell tumour, in 319 cases of primary 
malignant ovarian tumours. Its rarity is greater than might appear from the 
description of 85 cases; since Meyer, 12 years ago, placed its recognition on a 
firm footing, many of the cases come from reclassification of old museum 
specimens. Several examples of familial incidence have been described. 
About one-third of the patients have been pregnant before or, rarely, after 
operation. The tumour-cells have no hormonic function—a statement based 
on investigations of the endometrium and a few urinary examinations. 
Clinical symptoms are not characteristic, but disgerminoma may be suspected 
when an ovarian tumour enlarges very rapidly in a youthful patient showing 
some signs of genital hypoplasia but none of sex-hormone malformation. 

Foderl’s conclusions are diametrically opposed to the opinion, widely 
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expressed in the literature, that ovarian disgerminoma is a tumour of a low 
grade of malignancy. Such an opinion, he thinks, stands urgently in need of 
revision. In a series of 73 cases available for consideration, five years’ cure 
was established only in 17, 38 had recurrences, and 18 were too recent for 
judgment. ‘‘In at least two-thirds of cases the prognosis is extremely bad. 
In incipient cases, in which the neoplasm has not passed beyond the bounds 
of the organ, the prospect must be pronounced doubtful: it is affected by the 
risk of appearance of a similar tumour in the opposite ovary and metastasis 
formation in the regional lymphatic glands, and is above all dependent on the 
corporeal immunity-forces: in advanced cases in which destructive processes 
have extended . . . to the internal genitals or the subperitoneal pelvic cellular 
tissue the prognosis, in the absence of post-operative X-radiation, must be 
pronounced as definitely unfavourable.’’ On the other hand, the tumour 
reacts particularly well to X-radiation applied in sufficient dosage and to 
zones including the regional lymphatic glands and the middle and upper 
abdomen. Total extirpation of uterus and adnexa is recommended for cases 
with sub-peritoneal extension or with bilateral tumours. In cases of one-sided 
tumour confined to the ovary the decision is fraught with difficulty, since in 
a few cases (five) cures have been recorded after unilateral adnexal resection 
without X-radiation. 

Féderl found, in his 13 cases, that the hilar lymph-vessels invariably 
contained tumour-cells, but that in the clinically benign cases these showed 
pronounced regressive changes. He suggests that investigations of this kind 
may well decide to what extent the therapeutic procedure must be radical. 
(In seven of nine cases investigated concerning the invasion of blood-vessels 
by tumour-cells this was also noted.) Reviewing the histopathology of ovarian 
disgerminoma, Féderl finds that in all cases the characteristic large cells are 
accompanied to a greater or less extent by a tissue, composed of fibroblasts, 
epithelioid cells, and, usually, giant-cells, which he regards as a typical 
component of a disgerminoma, This granulation tissue, he believes, is not 
the product of reaction of the stroma to irritation by tumour cells, but is 
derived, like the more conspicuous seminomatous components, from mesen- 
chymal embryonic cells which have retained their indifference. 


ALTERATIONS OF THE CELLULAR CONTENT OF THE VAGINA. 

Murray gives a very detailed account of previous investigations, by biopsy 
and especially by examination of the cells in smears, of cyclical and other 
variations in the human vaginal epithelium. His own work is based on a 
study of the secretion in 128 women, and he concludes that the results 
obtained by examination of smears are of greater physiological value than 
use in practice. In the normal vaginal cycle he distinguishes a folliculin 
phase followed by a luteif phase. During the former the superficial epithelial 
layers regenerate and become differentiated: during the latter there is 
conspicuous proliferation in the stratum germinativum and stratum spinosum. 
During pregnancy the findings resemble those of the lutein phase. In vaginal 
inflammation cyclical changes are very inconspicuous and there is regression 
of the epithelium. Atrophy is profound in patients with genital hypoplasia 
and those with primary amenorrhoea; here normal findings can be attained 
by continued treatment with follicular hormone. 
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QUANTITATIVE MODIFICATIONS OF THE SERUM PROTEINS IN NORMAL AND TOXIC 

PREGNANCY AND THEIR CLINICAL VALUE. 

The serum proteins were estimated gravimetrically in normal pregnancy 
and pregnancy toxicoses. In the former the total proteins and the albumin 
are diminished, and the globulin is not altered (per unit of volume in both 
cases): the albumin-globulin quotient is decreased. In the latter the total 
protein is still further decreased, together with the albumin, while the 
globulin is unaltered or only very slightly diminished. Since during 
pregnancy the total blood volume is increased by some 15 per cent, it is 
concluded that pregnancy is associated with increased globulin formation 
(the globulin fraction is that which contains antibodies and ferments) but 
with an unaltered amount of albumin, a change which is exaggerated in 
toxic pregnancy. Endeavouring to work out biochemical tests from 
estimations of serum-proteins done by less cumbersome methods than ‘the 
gravimetric, Siedentopf found the nephelometric method preferable to the 
Takata reaction. The nephelometric method, increasing degrees of saturation, 
with ammonium sulphate, gave curves, characteristic in normal and especially 
in toxic pregnancy, from which it was thought that useful diagnostic and 
prognostic conclusions could be drawn clinically. 


CRITICAL CONSIDERATIONS CONCERNING THE BEST TREATMENT OF PLACENTA 

PRAEVIA, 

In this paper 398 cases of placenta praevia treated in Cologne during the 
past 10 years are reviewed. These contained the large proportion of 24.6 
per cent of primiparae. The maternal mortality was 6.4 per cent; the foetal 
mortality 33.2 per cent, or after correction for viability 13.8 per cent. 
One hundred and eight patients were treated by expectant measures, 
oxytocics and/or rupture of the membranes; 59 patients were treated by 
some form of version; and 149 patients were treated by abdominal Caesarean 
section. In criticizing the principles of treatment, Liepelt strongly deprecates 
vaginal examination in antepartum haemorrhage, except in hospital and by 
such persons as have ‘‘the intention, the possibility, and the capacity to 
undertake treatment’’ of placenta praevia. Abdominal Caesarean section 
undoubtedly gives the best results for the foetus, and for that reason 
particularly is to be regarded as the method of choice. Among vaginal 
methods, for the same reason, the use of a dilating bag is preferred to version: 
in general the one is stated not to have a higher mortality than the other. 


THE SIGNIFICANCE OF THE STRUCTURE OF THE OVULAR MEMBRANES AND OF THE 
VASCULAR NETWORK OF THE PLACENTA: ON THE BASIs OF 112 TWIN BIRTHS. 
This paper is a study of the membranes and placenta in 112 twins, among 

whom an example of a mono-amniotic pair was not found. The conclusions 

cast increased doubt on the validity of the methods previously used in the 
distinction between mono-ovularity and binovularity. Examination of the 
placenta and membranes permits decision regarding the monochorionic or 
polychorionic, but not necessarily between the mono-ovular or binovular 
character. One-third of the twins were monochorionic. Monochorionic pairs 
are always of the same sex. An instance of a common chorion was not found 
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among the twins of opposite sex. Monochorionic twins have placental 
circulations which anastomose, and they are probably uniovular. Of 
dichorionic twins, two-thirds had independent and one-third common 
placental circulations. The similarity or difference of the sexes in pairs of 
twins is independent of the common sharing of a dichorionic placenta, and 
thus of uniovularity or binovularity. Dichorionic twins, whether of similar 
or different sexes, usually have independent placentae: occasionally fine 
capillary anastomoses or even common villi are present. Regular connexion 
does not exist between the respective grades of development, hydramnios, 
intra-uterine death and the structure of the placental circulation. Both 
foettis may react independently to the same noxious factor, becoming 
maldeveloped, dying or surviving, whether monochorionic or dichorionic, 
whether having separate or common placental circulations, and whether 
uniovular or binovular. 


ENDOMETROPATHIA HyPERPLASTICA AND ENVIRONMENTAL CONDITIONS. 


In a study of the incidence of endometrial hyperplasia (32.4 per cent 
among a total of 13,713 diagnostic curettings sent to a pathological institute 
from 1912 to 1936) and its variations from year to year and among various 
age-groups, it is concluded that long continuance of poor nutrition may 
cause subsequent endometrial hyperplasia. Evidence was thought to be 
forthcoming that the economic conditions of the war years and following 
inflation period, in Germany, were followed by an increased incidence of 
metropathia haemorrhagica, ascribed to injury to ovarian and endocrine 
functions during the growth period. 


ESTABLISHMENT OF THE DAy OF OVULATION BY THE ASSISTANCE OF THE 
FLOcCULATION NUMBER REACTION (A CRITICISM OF OGINO’S AND KNaus’s 
TEACHING IN THE LIGHT OF NEW PERSONAL OBSERVATIONS). 


Takata describes a new quantitative flocculation reaction, dependent on 
the degree of dilution with his sublimate-fuchsin reagent which will induce 
flocculation in alkalized blood-serum, which he has found to mirror, when 
done daily throughout the menstrual cycle, the state of ovarian function. 
The curve being parallel to the amount of circulating follicular hormone, an 
acute depression in it during the course of each month is thought to mark 
the day of ovulation. From 102 cyclical observations it is concluded that 
normally, independently of the duration of the cycle, the ovulation date is 
causally related to the preceding, not the succeeding menstruation. Three 
forms of ovulation are distinguished, early, medium, and late. It takes 
place between the sixth and nineteenth days, inclusive, more commonly 
between the tenth and fifteenth days, and most commonly of all on the 
thirteenth day. In 75 per cent of cases the ovulation, reckoned by Takata’s 
method, fails to fall within the ovulation period as calculated by Ogino’s 
method from the date of the succeeding menstruation. 


OSSIFICATION IN THE Os MAGNUM AND UNCIFORM IN THE NEWBORN AS A 
CERTAIN SIGN OF POST-MATURITY. 


In accordance with the recent report of Tata, Kléppner finds that centres 
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of ossification in the wrist-bones appear later than has been believed by 
anatomists and radiologists. In 4 of 43 cases centres were well developed 
in the os magnum and unciform in foetiis apparently born at normal term. 


W. E. Crowther. 


Monatsschrift fiir Krebsbekampfung. 


December 1937 to March 1938. 
*The problem of the attack on cancer in women by organized health-care. 
F. Tschamer. 
*Pregnancy and extragenital cancer. I. Seebohm. 


THE PROBLEM OF THE ATTACK ON CANCER IN WOMEN BY ORGANIZED 
HEALTH-CARE, 


Tschamer is still convinced that the practical difficulties are so great that 
little is to be gained, in the prevention of cancer in women, by systematic 
instruction concerning early symptoms. He advocates instead that periodical 
gynaecological examinations at six-monthly intervals be secured by establish- 
ment, on a secure financial basis, of efficient organizations connecting sick 
contract practice and insurance funds. 


PREGNANCY AND EXTRAGENITAL CANCER, 


Seebohm concludes that the general and physico-chemical alterations 
characteristic of pregnancy, especially lowered surface-tension, favour the 
development of cancer. Accelerated growth of extragenital cancer has been 
noted, in tumours of the rectum, thymus, thyroid, mediastinum and especially 
the stomach and breast, when pregnancy supervenes. Confirmation is 
afforded by two cases, here recorded, of tumours of the parotid gland and 
breast, respectively. 

W. E. Crowther. 


Zentralblatt fiir Gynakologie. 


No. 12, March roth, 1938. 
The significance of accessory food factors, vitamins, in gynaecology and 
obstetrics. G. Gaeghtgens. 
“Anterior pituitary therapy. W. Lindemann. 
The use of androstin and perandren in gynaecology. S. Horner. 
Care of the perineum. W. v. Oettingen, sen. 
*Hepatic therapy for hyperemesis gravidarum. E. Miihle. 
The practical value of the Thure-Brandt treatment of gynaecological disease. 
M. Rodecurt. 
No. 13, March 26th, 1938. 


Endocarditis lenta in the puerperium. H. Konig. 
The prevention of post-operative thrombosis and embolism through the high 
position of H. H. Schmid. W. Knott. 
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Sodium citrate as a prophylactic against thrombosis. M. Kreiner. 

Vaginal perforated dermoid. H. Kamniker. 

*Fundus destruction in benign gynaecological bleeding. C. Holtermann. 

Sterilization and termination of pregnancy and sterilization after Menge 
during the puerperium. A. Keitel. 


No. 14, April 2nd, 1938. 

*Contemporary portraits of Semmelweis. G. Korbuly. 

*Duration of pregnancy with malformations. H. Suabedissen. 

Whether the Takata sedimentation reaction indicates any exciting cause for 
sterility. Fr. Isbruch. 

Difficulties in the diagnosis and treatment of sterility in private practice. 
M. Rodecurt. 

Whether a lessening of puerperal morbidity is possible as a result of the 
administration of wheat-germ preparations. K. Meyer. 

The question of the treatment of gonorrhoea with uliron. A. Binder. 


No. 15, April 9th, 1938. 
*The use of the alkaloid ergobasin in clinical midwifery. F. Erichsen. 
*Tubal implantation after sterilization. F. Unterberger. 
The future of Caesarean section on the basis of 15 years’ experience. 
K. Matolcsy. 
The treatment of erosion of the cervix with the Pectin preparation, 
vulnopect. M. Reinisch. 
The question of teratomata in Africa. F. Siegesmund. 


No. 16, April 16th, 1938. 


Recognition of disturbed ovarian function by curettage. K. H. Sommer. 

Parametropathia spastica with spastic constipation. M. Rodecurt. 

The connexion between ocular tension and pregnancy after further investiga- 
tion. P. Patat. 

Puberty and lactation. E. Vittali. 

A new apparatus for continuous vaginal irrigation. F. Hoff. 


No. 17, April 23rd, 1938. 
Kleinfeldriger grund, a new uterine condition. H. Hinselmann. 
Pregnancy and diabetes. H. Albers. 

The connexion between the occurrence of early rupture of the membranes, 
the weather, and the time of the day. H. Kirchhoff and A. Schneider. 
*A case of oxyuris vermicularis implantation on the peritoneum. E. Froriep. 

Severe atony and its treatment. L. Keczan. 


No. 18, April 30th, 1938. 
*A variation in the mechanism of delivery in brow presentation. K. Hollstein. 
New therapeutic methods in haemorrhagic anomalies based on altered 
metabolic values. M. Scharman. 
When is one ovary more efficient than two? C. Clauberg. 
*One-sided ovariotomy and the climacteric. L. Schmid-Burgk. 
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Bleeding from a corpus luteum of pregnancy as a vital indication for 
laparotomy. M. Zelic. 


No. 19, May 7th, 1938. 
Overdistension of the uterus as cause of weak pains. H. Runge. 
Metabolism during parturition. H. Dietel. 
*The cause of rotation of the foetus. H. Huebschmann. 
*The hormonally induced changes in the human tubal mucosa and their 
therapeutic use. P. Caffier. 
Artificially induced tubal growth, an accompanying factor in the relief of 
sterility with follicular hormone. C. Clauberg. 
Whether the lactating breast acts as follicle brake. H. W. Lindemann. 
The harmful result, lordosis, of faulty lifting and posture in the female and 
its prevention. R. Klotz. 


No. 20, May 14th, 1938. 
The treatment of asphyxia neonatorum with forced respiration. H. Dietel. 
The explanation of the pathological picture in eclampsia and its relation to 
changes in the weather. N. Louros and P. Panajotou. 
Constitution and menstruation. S. Romich and M. Kohler. 
Sterility and sterilization questions. H. Hisgen. 
Stalked transplantation of the endometrium into the cervix with supravaginal 
amputation of the uterus. O. Frankl and L. Kraul. 


ANTERIOR PITUITARY THERAPY, 


Lindemann refers shortly to the value of anterior pituitary extract 
administered in certain types of gynaecological malfunction. Of the various 
preparations on the market he names especially praphyson, praglandol, and 
preloban. The writer has been treating patients with preloban for two years 
per os and one year by injection, and has found it of special value for 
Simmonds’s cachexia. 

He describes three typical cases which came under his care with 
amenorrhoea, falling of hair, genital hypoplasia, and an appearance of 
senility with an old-ivory complexion. There was in all three a great loss 
of weight. 

Treatment was carried out with twice-weekly intramuscular injection of 
preloban dissolved in five cubic centimetres of normal saline solution. The 
results were comparatively rapid with a marked improvement in the mental 
outlook after three doses, and a sudden increase in appetite and consequent 
increase in body-weight, the second patient putting on five pounds in weight 
in the first 14 days of treatment. Menstruation returned, and in their 
behaviour and outlook on life they had become young again. 


HeEpATIC THERAPY FOR HYPEREMESIS GRAVIDARUM. 

Miihle describes a course of treatment for severe vomiting of early 
pregnancy which he first reported in the Hermannstadt Medizinische 
Zeitschrift, Roumania, in July 1937. Since that date he has had 20 further 
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cases of hyperemesis gravidarum occurring before the end of the third month 
of pregnancy, and of these 10 were considered to be grave. 

His treatment includes a carbohydrate diet with restricted fat, eggs, 
albumin, and no milk, preferably rest in bed, though this is not essential, and 
intramuscular injections of two cubic centimetres of campolon, in severe cases 
daily, and in less severe cases on alternate days. The treatment is continued 
until all symptoms disappear. He has not found any contra-indications to 
this treatment and that improvement is rapidly brought about by its use. 


FUNDUS DESTRUCTION IN BENIGN GYNAECOLOGICAL BLEEDING. 


Holtermann refers to the various methods adopted to treat excessive 
menstrual loss in the absence of malignant disease. Measures adopted have 
included removal of the endometrium with caustics, heat, radium, and 
excision of a wedge of the uterine fundus with reconstruction of a smaller 
uterine body. These methods in women of child-bearing age involve a certain 
risk of subsequent sterility from atresia of the uterine tubal opening, but 
when sterility does not result he considers that changes brought about in 
the endometrium in the upper uterine segment may lead to implantation of 
the ovum lower down in the isthmus uteri. 

He describes the case of a patient, 33 years of age, who had had three 
normal deliveries and was treated for excessive regular menstrual loss by 
one application of radium. After this her periods came on every 28 days as 
before and lasted from two to five days. Fifteen months later she became 
pregnant, and at the end of the fifth month of pregnancy the uterus had to 
be evacuated for severe bleeding from a central placenta praevia. 

While this is only a single instance, the writer thinks that the connexion 
between the two occurrerices must be close. He asks that the risks of such 
intra-uterine treatment should be kept in mind. 


CONTEMPORARY PORTRAITS OF SEMMELWEIS. 

Korbuly gives a very interesting description of the portraits of Semmelweis 
which are known to exist in Budapest. There are eight of these portraits of 
which he gives reproductions, beginning with one as a schoolboy of 12 holding 
a Latin grammar, and ending with a full-length photograph of him at the 
age of 45, when he already had the appearance of a man in the late sixties. 
They illustrate his preference for the national Hungarian costume with 
frogged coat and high tubular boots. One of these portraits was used as a 
likeness from which the Semmelweis Memorial Statue was sculptured. 


DuRATION OF PREGNANCY WITH MALFORMATIONS. “ 
Suabedissen, after a review of foetal abnormalities found in the clinic of 
Koénigsberg, comes to the following conclusions. When foetal malformations 
are present in the second half of pregnancy he finds the greater the defect, 
the greater the variation from normal are the duration of the pregnancy, the 
length of the foetus, and the weight of the foetus. When the defects are 
least harmful to the life of the foetus the duration of pregnancy, the length 
and the weight most closely approach the normal. The greater the 
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malformation, the shorter the duration of pregnancy and the shorter the 
length and the less the weight of the foetus. 

He found that out of 100 pregnancies, 80 ended with the birth of normal 
infants; in 12 cases abortion occurred and the ova were normal; in 7 cases 
abortion occurred and the ova were pathological; 1 case ended with the birth 
of a full-time malformation. Of 200 consecutive malformations he found 
there were 53 cases of hydrocephalus; 28 cases of anencephalus; 28 cases of 
cleft palate and hare-lip; 21 cases of talipes; 19 cases of syndactylism and 
polydactylism; 7 cases of umbilical and diaphragmatic herniae; 6 cases of 
meningocele; 4 cases of sacral teratomata; 4 cases of atresia; 2 cases of 
phimosis; 2 cases of gastrochisis; 7 cases of ossificatio imperfecta; 4 cases of 
megacephalus or microcephalus; 8 cases of internal malformations of the 
heart, lungs, colon, or uterus; 11 cases of various abnormalities, including 
dicephalus, dibrachius, amorphus, encephalocele hypospadias, congenital 
cataract, and elephantiasis. 


THE USE OF THE ALKALOID ERGOBASIN IN CLINICAL MIDWIFERY. 


Erichsen reports on the use of ergobasin tartrate, basergin, in 260 cases 
as follows. (1) Its effect is more rapid than other extracts of ergot; after 
intravenous injection it acts in 30 to 45 seconds, and after intramuscular 
injection in three or four seconds. (2) When given in large doses of two 
cubic centimetres it does not have any vascular effect. Shock or other 
adverse results were not produced. (3) Haemorrhage during the third stage 
of labour was controlled in four-fifths of all cases. (4) Atony after the end of 
labour was overcome in two-thirds of all cases after the intravenous injection 
of one cubic centimetre. (5) In 225 cases treated prophylactically with a 
post-partum injection of basergin there was not any instance of atony. 
(6) Puerperal morbidity was treated with basergin in the dose of 15 to 20 
minims three times daily with satisfactory results after six days. The 
incidence of maternal morbidity was reduced by its prophylactic exhibition 
for one to six days. 


TUBAL IMPLANTATION AFTER STERILIZATION. 

Unterberger refers to the statement of Ottow at the Gynaecological 
Congress in Munich in 1935 that the German law against the transmission of 
inherited defects should be maintained by sterilization, removing the whole 
of the Fallopian tubes; if the whole of the Fallopian tubes were not removed, 
the uterine ends could be reimplanted into the uterus. 

The writer himself doubts whether any German gynaecologist of standing 
would dare to perform such an implantation operation for fear of criminal 
proceedings following his act. A patient, who was considered to be unsuitable 
for parenthood in her own country and was determined to avoid compulsory 
sterilization, would be more likely to go abroad before the primary sterilizing 
operation than after it, and thus avoid being sterilized. If the patient left 
her own country and bore defective children to be a burden elsewhere this 
would be the affair of the other country; but if she returned and bore them 
in Germany after she had been judged unfit to bear them she would have to 
answer for her non-compliance with the law. 
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Keeping these points in mind, the writer suggests that each gynaecologist 
should employ the method he has found best and least harmful to his patients 
without consideration of what illegal operative steps might be taken to nullify 
the results. 


A CASE OF OxYURIS VERMICULARIS IMPLANTATION ON THE PERITONEUM. 


Froriep records the case of a patient who complained of severe 
dysmenorrhoea, menorrhagia, bearing-down pains, and constipation. On 
examination the uterus was found to be in a position of retroversion with 
some degree of descent. There was not any fixation. Laparotomy was 
performed to correct the displacement, and at the operation a small stalked 
tumour was found in the utero-vesical fold which was removed by simple 
ligature and division of its stalk. Histological examination of the tumour 
showed it to be female oxyuris vermicularis with ova. Further investigation 
of the case-history did not show that the patient ever knew she had any 
intestinal parasite. Presumably a worm had left the lower part of the bowel 
and reached the peritoneal cavity by entering the vagina and travelling the 
whole length of the genital tract to and through the abdominal ostium of 
one of the Fallopian tubes. 


A VARIATION IN THE MECHANISM OF DELIVERY IN BROW PRESENTATION. 


Hollstein describes the course of labour in a multipara in whom the foetus 
presented by the brow. Labour was terminated spontaneously in two hours 
from the time of admission to the University Clinic in Munster with an os 
dilated to three centimetres. 

The right half of the brow, which lay posteriorly, became visible and was 
delivered first. The frontal suture and vertical line of the face appeared 
obliquely across the outlet. Next the anterior fontanelle became fixed under 
the pubic arch, and by a movement of deflexion the face, which was directed 
backwards and to the right, was completely delivered. Then the occipital 
region was released by a movement of flexion, and finally the head as a whole 
rotated so that the face looked directly backwards. The delivery of the 
trunk and limbs did not offer any variation from the normal. 

The moulding of the foetal head was that of a persistent brow presentation, 
and the caput was situated on the right frontal eminence and extended 
down to the right eyelid. 


ONE-SIDED OVARIOTOMY AND THE CLIMACTERIC. 

The cases of the Berlin University Clinic were examined to find out 
whether unilateral ovariotomy had any adverse effect upon the patients so 
treated. The cases operated on during the years 1924 to 1935 were followed 
up. The post-operative menstrual history of 174 patients had already been 
reported by Caffier. 

In 61 cases there was an impression of ovarian insufficiency dating from 
the time of the operation as shown by deficient menstrual loss and 
amenorrhoea. Symptoms were increased when the periods were irregular 
and diminished when they became more regular. There were 22 cases of 
mammary disturbance, 22 cases of marked menopausal manifestations, such 

| 741 
J 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


as adiposity, and 10 cases of vasomotor instability; 21 women became 
menopausal at an age younger than the average age for this occurrence. 

It would appear that the removal of one ovary leaves a woman with an 
insufficient ovarian secretion to ensure her a normal span of sexual activity. 
She becomes an old woman sooner than she should, and, for this reason, the 
conservative treatment of diseased ovarian tissue by resecting only a 
minimum is advised. 


THE CAUSE OF ROTATION OF THE FOETUS. 


Huebschmann attempted to account for the rotation of the foetal head 
in vertex presentations by observing the anatomical configuration of the birth 
canal and the foetal skull. With this consideration it is unnecessary for the 
whole foetus to rotate in dependence upon the position of the back (Bumm) 
or as a result of the muscular tone of the cervical vertebrae (Sellheim). The 
cause appears to be more readily explained as the result of the presenting 
spherical pole which lies eccentrically to the trunk, reaching the tense oblique 
sacro-sciatic ligament and being directed forward by it as it descends into 
the pelvic cavity. This secondarily leads to axial rotation of the trunk, 
whose direction is determined by the direction of the head. 


THE HORMONALLY INDUCED CHANGES IN THE HUMAN TUBAL MUCOSA AND 

THEIR THERAPEUTIC USE. 

Caffier has carried out a series of investigations into the effect of follicular 
hormone upon the tubal mucosa. Administration of folliculin produces rapid 
proliferative changes in the mucosa, increasing its vascularity and enlarging 
the fimbriae. In addition there is increased activity of the ciliated epithelium. 

Upon the administration of corpus luteum hormone, heaped-up, club- 
shaped masses of cells extending into the lumen of the Fallopian tube were 
formed, as is described for the normal corpus luteum phase. 

The fact that the administration of folliculin produces these proliferative 
changes in whatever phase of the menstrual cycle it is given suggests a 
practical therapeutic use. Especially it might be suggested that extra-uterine 
pregnancy should be treated by local removal and the subsequent 
administration of folliculin to avoid extirpation of the Fallopian tube. 


R. H. B. Adamson. 


Monatsschrift fur Geburtshulfe und Gynakologie 


Vol. xcix, Nos. 1 and 2, March 1935. 

*An easy method of making sure of sterilizing patients. R.T. v. Jaschke. 

The inheritance of maldevelopments. E. Goldmaier. 

The aetiology and pathogenesis of eclampsia with especial reference to the 
condition of the heart. A. Dienst. 

*The value of counting labour pains in cases of premature rupture of the 
membranes during labour in old primigravidae with normal pelves. 
H. Goecke. 

*Premenstrual rise in temperature. A. v. Fekete. 
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*Gonorrhoea and pregnancy. R. Spiegler and W. Hartnung. 

The genesis of multiple venous thromboses as an allergic reaction of the 
venous system in malignant disease of the genitalia. M. G. Sserdjukoff 
and B. A. Jegoroff. 

*The question of periodic sterility in the female. P. H. Schumacher. 

Critical investigations of pregnancy reactions. E. F. Fischer. 

The value of the Bordet-Gengou’s reaction for the illustration of latent 
gonorrhoeal infections of the female. A. P. Kuschelewsky. 


Vol. xcix, No. 3, April 1935. 

*Concerning thrombosis and embolism in the University Clinic of Halle. 
E. Junghaus. 

A communication on paralytic nervous disorders occurring during gestation 
and the question of cardiac disease complicating pregnancy. S. Kelemen. 

*The reaction of orasthin on the large bowel: a test for the functional state 
of the uterus. H. Winkler. 

A case of thoracophagus in tubal pregnancy. B. Mosettig. 

*The therapy of placenta praevia. S. M. Klein. 

The treatment of condylomata with a quartz lamp. W. N. Chmelewsky. 


Vol. xcix, No. 4, May 1935. 

*One hundred and eighty-seven cases of puerperal sepsis and pyaemia 
observed during 12 years in the University Women’s Clinic of Frankfurt. 
F. Stahler. 

Metastases in puerperal sepsis. U. Menzel. 

Myelitis complicating pregnancy and labour. S. A. Fraymann. 

A case of juvenile bleeding with thrombopoenia. P. Hulsmeyer. 

The pathogenesis of Krukenberg’s:'tumours. L. Puhr. 


Vol. xcix, No. 5, June 1935. 
*A communication concerning a new source for corpus luteum hormone 
K. Ehrhardt. 
*A review on the counting of the number of labour pains. H. Presser. 
The value of finger-prints of twins. M. Bak. 
*The influence of anaesthesia and operations on the count and function of 
leucocytes. H. Eufinger and W. Kiltz. 
*Post-climacteric haemorrhage. P. W. Logwinsky. 
*Further observations on the treatment of eclampsia. J. N. Wolkow. 
Myoma enucleation during gestation. F. Rhemann. 


Vol. xcix, No. 6, July 1935. 


*Pituitary disturbances in association with pregnancy and labour. L. Seitz. 

*The pathology and therapy of premature and very early rupture of the 
membranes. E. W. Winter. 

Dermatography during the gestation period. H. Eufinger and H. Krupp. 

A unilateral Krukenberg’s tumour. H. G. Miller. 

The pathology and clinical picture of ectopic endometrial growths. W. 
Karlin and A. Osjakina. 
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An Easy METHOD OF MAKING SURE OF STERILIZING PATIENTs. 

The author advises dissecting out the interstitial portion of the Fallopian 
tube and then converting the fundus of the uterus by pulling the vesical 
peritoneum over it and stitching it to the round ligament on each side. 


THE VALUE OF COUNTING LABOUR PAINS IN CASES OF PREMATURE RUPTURE OF 
THE MEMBRANES DURING LABOUR IN OLD PRIMIGRAVIDAE WITH NORMAL 
PELVES. 


Most obstetricians believe that the best age for primigravidae is between 
18 and 23, and that after 26 the prognosis for spontaneous delivery becomes 
worse owing to the increasing rigidity of the soft parts. 

Frey, however, showed that it was not always due to the soft parts that 
difficulty arose, because contracted pelvis was two to four times more common 
in elderly primigravidae. 

The author investigated 78 cases in which premature rupture of the 
membranes occurred before the onset of labour. The average time before the 
onset was seven and a half hours. 

Tables are given showing the numbers of pains occurring in the first and 
second stages, and these are compared with the number of pains in young 
primigravidae. Ninety-five per cent of the patients delivered themselves 
completely after 250 pains. There was only a slight difference in the number 
of pains between young and elderly primigravidae. 


PREMENSTRUAL RISE IN TEMPERATURE. 

The author points out that if the temperature is taken of women who 
suffer from marked menstrual molimina, often a rise is found in the afternoon 
and evening to between 37.2°C. and 37.5°C. The rises of temperature do 
not occur each month, and patients may be normal for a long time. The 
malaise may commence to to 12 days before the onset of menstruation and 
may improve just before or with the flow. A number of investigators of 
temperature changes are quoted. 

Temperatures between 37.0°C. and 37.1°C. occur in normal individuals 
and disappear on going to bed. The temperature frequently rises to 37.0°C. 
or 37.4°C. on the day preceding menstruation as well as in the early months 
of pregnancy; the rise in temperature is associated with general malaise. 
When no pathological condition is present in cases showing repeated rises in 
temperature it may be assumed that there is raised anterior pituitary gland 
function, the result of deficient folliculin production. If the symptoms are 
disturbing, 1,000 mouse-units of folliculin should be given. 


GONORRHOEA AND PREGNANCY. 

Amongst 17,578 pregnancies the authors found 260 women (1.48 per cent) 
positive for gonorrhoea; 280 had previously been treated but were now 
negative. More than two-thirds of these patients were single and 
primigravidae. The puerperium was uneventful in 50.8 per cent of the 
positive cases and in 57.9 per cent of the treated cases. 

A definite ascending infection occurred in 18.8 per cent of the positive 
and in 7.4 per cent of the negative cases; 3.8 per cent of the infants had 
conjunctivitis; 9.8 per cent of the patients conceived again, 
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THE QUESTION OF PERIODIC STERILITY IN THE FEMALE, 

Ogino, in 1923, as the result of his clinical and post-mortem investigations, 
found that conception usually occurred between the twelfth and nineteenth 
days before the onset of menstruation. Between the twentieth and twenty- 
fourth days conception rarely occurred, and conception is impossible between 
the first and eleventh day premenstruum. Since 1929 Knaus attempted by 
pathological experiments to investigate the problem of periods of fertility 
and found that in patients with a four-weekly cycle there was a sterility 
period up to the tenth and after the eighteenth day of the cycle. Pregnancy 
usually occurred in the interval, the optimum being the fourteenth and 
sixteenth days. Bolaffio disagreed with Knaus and Ogino and showed that 
pregnancy could occur at all times. 

The author quotes three cases in which pregnancy occurred following a 
single coitus a few days before the period would have commenced. 


CONCERNING THROMBOSIS AND EMBOLISM IN THE UNIVERSITY CLINIC OF HALLE. 


The author made a comparison of the patients admitted to the hospital 
during the years 1920 to 1925 and 1926 to 1932 to see whether there was any 
alteration in the incidence of thrombosis and embolism in non-operated 
patients, following operation and following confinement. 

A number of tables is given to illustrate the author’s findings, showing 
that there was not any difference in the figures. 


THE REACTION OF ORASTHIN ON THE LARGE BOWEL: A TEST FOR THE 

FUNCTIONAL STATE OF THE UTERUS. 

The author first of all discusses the sympathetic and parasympathetic 
innervation of the uterus and compares the results obtained by experiment, 
from the literature. He sets out to find a test which would be useful in the 
gravid as well as the non-gravid uterus, and he shows that the large bowel has 
a nervous innervation similar to that of the uterus. Substances which affect 
the uterus also affect the lower part of the large bowel as was pointed out 
by Magnus, Stierlin, Meyer, and Gottlieb. Schroeder and Kahlmann found 
that orasthin acted on the whole of the human large bowel, producing strong 
peristalsis, but not so on the small bowel. 

After filling the lower bowel with opaque material, the author injected 
orasthin subcutaneously and observed that strong contractions of the large 
bowel began after varying intervals, the shortest time being 30 seconds and 
the longest two and a half minutes. 

Five types of patients were investigated: (1) Patients in the first half of 
the menstrual cycle between the first and the eleventh days, when the uterus 
is under the influence of follicular hormones. (2) Patients in the second half 
of the menstrual cycle between the seventeenth and twenty-eighth days, 
when the uterus is under the influence of the corpus luteum. (3) Patients 
during pregnancy. (4) Patients who were apparently post-mature. (5) During 
the puerperium. 


THE THERAPY OF PLACENTA PRAEVIA. 


The author analyses the material of the clinic between the years 1925 
and 1933. A total of 11,866 deliveries were undertaken and 59 of them were 


745 


= 
4 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


cases of placenta praevia, which is an incidence of 0.5 per cent; of these 59 
there were 19 cases of central placenta praevia, 23 cases of marginal placenta 
praevia, and 17 cases of lateral placenta praevia. 

In eight cases the cervix was between one and one and a half fingers 
dilated, in 22 between two and two and a half fingers dilated, in 16 between 
three and three and a half fingers dilated, and in 13 it was four fingers dilated. 
There was a greater incidence in multiparae, 91 per cent, than in 
primigravidae, 9 per cent; five patients were delivered following spontaneous 
rupture of the membranes, and one patient with a placenta praevia delivered 
herself spontaneously; there were very strong pains, and the baby made its 
own opening in the placenta and was born alive. 

In 31 cases artificial rupture of the membranes was undertaken with 
version; 16.1 per cent of the mothers died and 79.6 per cent of the babies 
died. In seven cases a bag was inserted; one mother died and six of the 
babies were stillborn. In 10 cases abdominal Caesarean section was carried 
out; all the mothers survived; 22 per cent of the children died. Death was 
usually the result of marked anaemia. 

The author gives a table comparing the old methods employed by various 
authors with the more modern one of Caesarean section, which invariably 
gives improved results. He advises that if bleeding cannot be stopped in 
cases of placenta praevia, especially if the placenta is a placenta accreta, 
hysterectomy should be carried out. 


ONE HUNDRED AND EIGHTY-SEVEN CASES OF PUERPERAL SEPSIS AND PYAEMIA 
OBSERVED DURING 12 YEARS IN THE UNIVERSITY WOMEN’s CLINIC OF 
FRANKFURT. 

The author analyses the mortality and morbidity of the cases of puerperal 
sepsis between the years 1921 and 1933; 5,553 cases were admitted, 1,354 
patients having fever; in 134 of these the fever was due to uterine sepsis, 
and 57 of these patients died; 16,704 patients were delivered, 29 of these 
developed puerperal sepsis, and 4 died. Twenty-four patients were admitted 
suffering from puerperal sepsis, and of these 7 died. There was, therefore, 
a total of 187 cases of severe puerperal sepsis. The total mortality amongst 
these patients was 36.4 per cent; 139 had pyaemia, 16 had septicaemia, 
29 had both pyaemia and septicaemia, and 3 were admitted in a moribund 
condition. In 51 cases of pyaemia organisms were demonstrated in the blood. 

A table is given showing the number of rigors, and the author also 
analyses figures from the literature. In conclusion he states that of 187 cases 
of puerperal pyaemia and sepsis 63.6 per cent were completely cured. O* the 
139 purely pyaemic cases 68 per cent got better after conservative treatn’ent. 
Amongst 16,704 cases delivered in the clinic the maternal mortality. of 
puerperal sepsis was 0.024 per cent and the morbidity 0.17 per cent. “che 
number of rigors did not seem to have any direct relation with the clini tal 
picture. 

A collection is made of 32 cases from the literature of venous ligation with 
a cure-rate of 9. 
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A COMMUNICATION CONCERNING A NEW SouRCE FOR Corpus LuTEUM 
HORMONE. 


The author points out that up till now corpus luteum hormone has only 
been demonstrated in the human ovary and placenta, but by his investigations 
he was able to prove that it can also be excreted in the tissue of 
hydatidiform mole. 


A REVIEW ON THE COUNTING OF THE NUMBER OF LABOUR PAINS. 


The author states that Frey, of Zurich, was the first to draw attention 
to the value of counting pains during labour and himself carried out a series 
of observations on 400 women. He gives a large number of tables comparing 
the pains counted by Frey for each stage of labour before and after rupture 
of the membranes. In the author’s own series, he found that the numbers 
given by Frey were considerably exceeded in a percentage of cases without 
any ill-effect on the mother or child. 


THE INFLUENCE OF ANAESTHESIA AND OPERATIONS ON THE COUNT AND 

FUNCTIONS OF LEUCOCYTEsS. 

The author showed that following ether anaesthesia the leucocytes 
increased in number, reaching a maximum after three or four hours. 
Subsequently, the count dropped again and was normal in 24 hours. 
Following an aseptic operation under ether anaesthesia, there was a similar 
rise of the leucocyte count, but the normal was not reached for about 
five days. 

Following ether anaesthesia, the stickiness of the leucocytes is not 
influenced, but immediately after operation, there is at first a slight retarda- 
tion followed by a marked rise of the leucocytic conglomeration. This is an 
increase in the function of the living leucocytes which continues for about 
five days. After this it drops again and becomes normal between the ninth 
and tenth days. 


PostT-CLIMACTERIC HAEMORRHAGE. 

The author points out that it is difficult to demonstrate when the 
climacteric changes to the post-climacteric state, because it is difficult to be 
sure when ripe follicles cease to appear in the ovary. For all practical 
purposes, however, most authors agree that the post-climacteric should 
begin one year after the onset of amenorrhoea. Haemorrhage after this time 
may be classified as true post-menopausal bleeding. 

The author gives a series of cases of post-menopausal bleeding collected 
from the literature with the incidence of malignancy amongst them, and then 
goes on to discuss 79 cases of his own, of which 53.2 per cent were malignant. 

Uterine carcinoma was the commonest cause for bleeding, while ovarian 
carcinoma only rarely lead to haemorrhage. In every case of post-climacteric 
bleeding a detailed gynaecological and microscopical examination should be 
made to exclude malignant disease. Hysterectomy should be undertaken 
only if there are definite indications, and all cases of post-menopausal bleeding 
should be subsequently kept under observation, so that if carcinoma develops 
this can be removed at the earliest possible moment. 
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FURTHER OBSERVATIONS ON THE TREATMENT OF ECLAMPSIA, 

The author made a collection of 225 cases between 1928 and 1933 which 
he divided into a first series of about 113 occurring between 1928 and the 
first half of 1931. These have already been reported. 

The second group, about which he now writes, occurred between the 
second half of 1931 and 1933. Although the same therapy was carried out 
in both series of cases, the results in the second series showed a great variation 
from the first. There was a maternal mortality of 2.6 per cent in the first 
group and 6.7 per cent in the second group. 

The second 112 cases occurred amongst 16,626 births, an incidence of 
0.67 per cent. 

In the second group 41.3 per cent occurred during labour, 14.4 per cent 
occurred during and after labour, 37.5 per cent occurred in the puerperium, 
5.8 per cent occurred during pregnancy. Comparing these with the first 
series, there was an increase of 10 per cent in the puerperal cases. The 
author gives the clinical details of the patients who died. 

The severity of most of the cases depended upon the quality of the 
antenatal care, the surroundings and general condition of the patient. 

The author stresses the fact that antenatal supervision is the first and 
most important part of the treatment of eclampsia. Post-natal examination 
is also necessary. Drugs and other treatments have very little to do with the 
results. The author thinks that the basis of treatment should be Stroganoff’s 
method, as it gives satisfactory results. Caesarean section should be done 
only if there are definite indications. Early diagnosis and prophylaxis with 
an increase in the number of waiting beds in institutions are the most 
important factors. 


PITUITARY DISTURBANCES ASSOCIATED WITH PREGNANCY AND LABOUR. 

The author first of all draws attention to the normal changes which are 
said to occur in the pituitary glands during pregnancy, and then gives the 
details of a number of malfunctions, including pregnancy acromegaly and 
pregnancy diabetus insipidus. He gives the gynaecological history of typical 
cases, showing polydipsia with pregnancy acromegaly and _ parathyroid- 
pituitary disturbances during the puerperium. 

Normally there is degeneration and reconstruction during the puerperium. 
On the other hand there might be disturbances brought about by too rapid 
or too slow reconstruction. 

(a) Lactation atrophy. If there is too rapid degeneration, lactation 
atrophy may occur. This was first pointed out by Thorm. The uterus 
involutes too much and involution is usually completed by the fourth month, 
but may still go on after the sixth or ninth months. After this regeneration 
begins. Permanent atrophy has been described (Foomel). The author thinks 
that this hyperinvolution and atrophy of the uterus may have something 
to do with a too great degeneration of the pituitary. 

(b) Excess of deposit of fat following pregnancy. Normally there is 
increase in the amount of adipose tissue in the body which gradually 
disappears and menstruation is re-established. The author quotes the case 
of a patient who put on 4o pounds in weight; she had a definite pituitary 
tumour. She was treated with bi-weekly injections of 10,000 mouse-units 
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of follicular hormone subcutaneously. The patient soon lost weight and 
became more normal. Cessation of injections brought about a return of the 
symptoms, which were again improved after further treatment. The pituitary 
tumour has remained stationary. 

(c) Pituitary emaciation as the result of marked degeneration of the 
pituitary. There might be emaciation instead of superfluous deposition of fat. 
Emaciation following delivery resembles very much Simmon’s pituitary 
cachexia. There is great loss of weight, the hair falls out, amenorrhoea 
occurs, and the genitalia become atrophic. The author describes a case 
which improved under treatment with ovarian pituitary preparations. 

(a) Pituitary subinvolution of the uterus with excessive loss. If the 
regeneration of a pituitary is not sufficient or too slow, subinvolution and 
haemorrhages might occur late in the puerperium. Usually the bleeding is 
ascribed to retained products of conception, which would, of course, be 
immediately cured by curettage with completion of involution of the uterus. 

The author points out that after careful examination of all his cases, 
there was at least one-third in which meticulous histological examination 
showed neither retained products nor infection. He ascribes these changes to 
improving pituitary changes. 


THE PATHOLOGY AND THERAPY OF PREMATURE AND VERY EARLY RUPTURE OF 

THE MEMBRANES. 

The author gives a table showing how labour terminated in 573 cases of 
premature rupture of the membranes; 200 patients delivered themselves 
without complications; 204 delivered themselves spontaneously, but pains 
were weak; 11 had severe infection during labour. Forty-three patients were 
delivered with the forceps, 7 by version and extraction, 12 by perforation, 
45 by abdominal Caesarean section; in 24 cases the placenta was manually 
removed, and the rest were delivered by various means. 

Clinical details are given under the headings of the various methods of 
delivery. 

In his discussion of the results, the author showed that in 20 per cent of 
the cases complications are to be expected. From his series of cases at least 
four patients succumbed as a direct result of premature rupture of the 
membranes; 9 per cent of the viable children died and a number of women 
showed disturbance during the puerperium and also had puerperal sepsis. 
Intra-uterine manipulation had to be carried out more frequently. 

The longer the latent period without pains, the worse the prognosis. 
Any patient in whom the membranes rupture prematurely should, therefore, 
be sent away to a clinic without any prior vaginal examination; only in this 
way is it possible to maintain the strictest asepsis. M. Datnow. 


Annali di Ostetricia e Ginecologia. 


Vol. lix, No. 12, December 31st, 1937. 

The action of the bromo-toxic salts of the waters of Salsomaggiore on the 
female genital apparatus. Their action on disturbances of menstruation. 
Scarpitti. 

*A study of the blood-vessels of the senile uterus. Pugliatti. 
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Vol. Ix, No. 1, January 31st, 1938. 
*Uterine fibromyomata and the maternal function. Coggi and Mazza. 
Modern methods of complete chemical and clinical titulation in preparations 
of ergot. Pelizzari. 
*The action of gravid hormones in the process of cure in skin wounds. 
Salvini. 
*Acephalo-acardiac monstrosity in a case of triplets. Lancini. 


THE BLOOD-VESSELS OF THE SENILE UTERUS. 

With the aim of investigating the origin of vessel-wall changes observed 
in the senile uterus, Pugliatti has histologically examined 43 specimens, 
usually post-mortem, in cases of nulliparae or pluriparae beyond 35 years of 
age, at the menopause, and in advanced age (76 to 81 years). 

He finds that, while repeated pregnancies leave indelible traces in the 
fibres of the perivascular elastic tissue, these occur, though less frequently, 
in nulliparae after chronic inflammation or because of other factors, 
e.g. constitutional factors or factors connected with menstruation. He 
illustrates by microphotographs the usual degenerative and hyperplastic 
processes which especially affect the intima and media of the large vessels, 
attributing these to arteriosclerosis. Even here he notes that there are 
important local predisposing factors, since the relation between general and 
uterine arteriosclerosis varies in different cases. 

He describes clinical and anatomico-pathological manifestations, such as 
those found in infarcts of the uterus, apoplexia uteri vetularum, and in 
post-climacteric metrorrhagia of obscure origin, and concludes that the 
impaired walls of the blood-vessels of the senile uterus constitute favourable 
predisposing centres for the incidence of these lesions. 


UTERINE FIBROMYOMATA AND THE MATERNAL FUNCTION. 


Though fibromyomata may cause sterility (present in 20 per cent of the 
authors’ cases) and raise the percentage of abortions, pregnancy and fibro- 
myomata are not incompatible. Many cases run a nomal course, ending in 
spontaneous parturition without danger to the mother or child. Situated at 
the angle of the Fallopian tube a fibroid may give rise to extra-uterine 
pregnancy. Other complications, traceable to fibroids, may be placenta 
praevia, early detachment of placenta, or necrosis of the tumour itself 
necessitating immediate operation. 

In the puerperium, the fibroma which gives most trouble is the submucous 
one, either through causing placental anomalies such as retention of a 
cotyledon or by necrosing. 

The general rule in cases of fibromyoma is attentive surveillance and 
prompt operation if required, myomectomy being preferred to hysterectomy. 


MODERN METHODS OF COMPLETE CHEMICAL AND CLINICAL TITULATION IN 
PREPARATIONS OF ERGOT. 
Pelizzari refers to recent investigation of the active principles of ergot. 
The immediate effect on the uterine fibres is due to the constituent ergonovin, 
later and prolonged action to alkaloids of the type ergotamine. 
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From experiments with a preparation, panergal, the author concludes that 
these alkaloids are present in efficacious proportion in this commercial 
product. 

He describes and illustrates clinical reactions with Frey’s histerotonograph. 
By means of chemical research with volumetric and colorimetric methods, he 
determined the exact quantities of the alkaloids corresponding to the clinical 
injections which gave the best results. He also found that a certain quantity 
of amino bases was present in the drug and was capable of stimulating uterine 
activity, though negligible in comparison with the effect of ergot. 

He concludes that panergal may be considered one of the best combina- 
tions of alkaloidal ergot. 


THE ACTION OF GRAVID HORMONES IN THE PROCESS OF CURE IN SKIN WOUNDs. 

Salvini has studied by experiments on guinea-pigs the action exerted by 
gravid hormones on the process of cicatrization of cutaneous wounds. Male 
and female guinea-pigs of the same age and weight were used. The gravid 
hormones employed were folliculin (oestrofol), corpus luteum hormone 
(choay), anterior pituitary (prolan), decidual extract (deciduasi seroni), and 
pregnant blood-serum. 

Oestrofol and prolan locally applied to experimental skin wounds exerted 
an evidently accelerating action on the process of cure. The effect obtained by 
the application of luteal hormone, of decidual hormone, or of blood-serum 
was negligible. The favourable action of the folliculin and anterior pituitary 
hormones seems to be due to direct excitation of the development of 
cutaneous tissue. 

None of the hormones have any action on wounds if given by parenteral 
injection. 


ACEPHALO-ACARDIAC MONSTROSITY IN A CASE OF TRIPLETS. 


Lancini describes a case diagnosed as twin pregnancy because of double 
heart-sounds. He discusses various hypotheses advanced to explain the 
circulation in an acardiac foetus. For the occurrence of this malformation 
the twins must be monovular, with the monstrosity as a parasite. The 
inversion of circulation and the presence of abundant anastomoses in the 
placental tissue explain the circulation in the acardiac monster. The anomaly 
is probably due to general disequilibrium of the endocrine glands at an early 
period in foetal development. 

J. H. Filshill. 


_ Acta Obstetricia e Gynecologica Scandinavica. 


Vol. xviii, No. 1. 
Some cases of metropathia haemorrhagica and secondary amenorrhoea 
treated with gonadotropic hormone. E. Rydberg. 
The causes of maternal mortality. Statistics of the Gynaecological Clinic in 
Helsingfors. L. Leidenius. 
A case of gestational apoplexy without albuminuria. A. Apajalahti. 
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Some notes on premature rupture of the membranes. P. Wetterdal. 
Whether the time of rupture of the membranes can be dependent upon the 
histological formation of the coverings of the ovum. A. Apajalhahti. 
*Endocrinological investigation on rats with divided pituitary stalk. Parts 

I, 2, and 3. A. Westman and Dora Jacobsohn. 


ENDOCRINOLOGICAL INVESTIGATION ON RATS WITH DIVIDED PITUITARY STALK. 


Part 1. 

Westman and Dora Jacobsohn have carried out a series of experiments on 
rats after the stalk of the pituitary has been divided. The changes dealt 
with do not include those in pregnant animals but only the changes in the 
gland after castration or treatment with oestrin. The stalk being divided, 
castration changes do not appear after odphorectomy in rats. Treatment 
with oestrin produces the same changes in the anterior pituitary gland 
whether odphorectomy has been carried out or not. There is a definite 
enlargement of the gland. Oestrin appears to act upon the anterior pituitary 
gland irrespective of the presence or absence of a nervous communication 
between the gland and the brain. Castration followed by a deficiency of 
oestrin does not lead to changes in the anterior pituitary when its nervous 
connexions are divided. 


Part 2. 

Rats with a divided pituitary stalk react to the administration of prolan 
by the formation of large follicles, blood-follicles, and true corpora lutea in 
the ovaries. The difference here to the results of the administration of prolan 
in hypophysectomized rats is that in this case only thecaluteinization 
takes place. 

While the gonadotropic hormone is so reduced after section of the stalk 
as to cause shrinking of the ovaries, the substance is still produced which is 
needed for the prolan to be capable of acting on the ovaries. 


Part 3. 

The findings of Hohlweg, that oestrin is capable of forming corpora lutea 
in juvenile rats, were repeated and verified. Further, if the oestrin is injected 
three days before hypophysectomy corpus lutein formation does not take 
place; but if it is injected four days before hypophysectomy, it does occur. 

Similar experiments were carried out in animals in which the stalk was 
divided but the gland not removed. Here corpus luteum was not formed if 
the injection was made on the day of the operation or one or two days 
before; but if there was an interval of two and a half days a corpus luteum 
was formed. 

R. H. B. Adamson. 
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THE ROYAL SOCIETY OF MEDICINE 


SECTION OF OBSTETRICS AND GYNAECOLOGY 


A meeting of the Section of Obstetrics and Gynaecology was held on 
May 2oth, 1938. 


Mr. Victor Bonney read a short communication on 


Hyprops FoETALIS (ERYTHROBLASTOSIS). 


Under this term were now included three conditions previously separate, 
icterus gravis neonatorum, anaemia haemolytica neonatorum and hydrops 
foetalis. The characteristic feature in all of them was profound abnormality 
of the foetal blood due to defect of the foetal haemopoietic and haemolytic 
mechanisms. The conditions recurs with succeeding pregnancies, though the 
first child is often born alive. He reported a typical example. Hydrops 
foetalis, in particular, has in the past been confused with congenital syphilis 
and the importance of correctly distinguishing them was emphasized. 


Dr. GiLMore took part in the discussion which followed. 
Mr. ViIcTOR Bonney then read a paper on 


LEUKOPLAKIC VULVITIS AND THE CONDITIONS LIABLE TO BE CONFUSED 
Ir. 


The combination of pruritus vulvae with a white colouration of the 
affected parts is seen in several conditions besides leukoplakic vulvitis, as 
follows, lepidosis vulvae, leucoderma vulvae, a variety of eczema of the 
vulva and lichen planus. Mr. Bonney described and contrasted them, and 


_ a number of slides was shown. 


Mr. KENNETH WALKER and Dr. B. P. WIESNER read a paper on 


CHANGING VIEWS OF THE PART PLAYED BY THE MALE IN CHILDLESS MARRIAGES, 


Not only is the necessity of examining the male before any treatment of 
the female is undertaken, now accepted, but cases of impaired fertility which 
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would previously have been missed are now recognized. As a result of this, 
it has been found that in the majority of childless marriages multiple 
factors exist, some in the female and some in the male. 

The causes of impaired male fertility can be placed under two main 
headings: (a) the existence of a blockage in the genital tract, (b) impaired 
spermatogenesis. Sometimes these two causes can be differentiated with ease, 
but sometimes only with considerable difficulty. 

In practice impaired spermatogenesis is found to be more frequent than 
blockage of the genital tract. The importance of an analysis of the semen 
and the morphology of the spermatozoa were emphasized and also the diffi- 
culty of correlating the semen analysis with clinical findings. The effects of 
acute and chronic infections, endocrine disturbances, toxaemia and drugs on 
spermatogenesis were considered and methods of treatment of (1) cases ot 
stenosis, (2) of impaired spermatogenesis were indicated. 


Dr. WIESNER read a short paper on recent investigation of the semen. 
It appears that too much attention may be paid to the degree of motility; 
the correlation between fertility and motility is not very close. Uniformity 
of shape, iso-zoospermia, appears to be an important feature of normal fertile 
semen, whereas variation in shape, aniso-zoospermia, is characteristic of 
semen with reduced fertility. Viability is of importance and it has been 
shown that in semen of low fertility, spermatozoa rapidly die. It would 
appear that three factors must be present with regard to spermatozoa, 
(1) normal shape, {2) normal viability, (3) normal motility. On the other 
hand, normal viability and motility associated with excess of abnormal 
shapes are characteristic of low fertility. 

The presence of cells other than gametes is another factor which requires 
further study. 

Oligo-zoospermia, low sperm count, accompanied by terato-zoospermia, 
high frequency of abnormal forms, more than 1/100, is another characteristic 
of low fertility. 

It would also appear that the chemical constitution of the seminal fluid 
itself may be of importance in reducing fertility, particularly with regard 
to excess of carbohydrates and crystal formation, crystallorrhoea. 


The PRESIDENT, Mr. Bonney and Mr. ELtison took part in the discussion 
which followed. 


Mr. JAMes Wyatt read a paper on 
PUERPERAL FEMORAL THROMBOSIS. 


Mr. Wyatt’s paper is a summary of eight years’ work, carried out in the 
Puerperal Unit, established in 1925 by the Metropolitan Asylums Board, and 
now controlled by the L.C.C. It is a most valuable and instructive piece of 
work in connexion with an uncommon, but troublesome and tedious, and 
occasionally lethal complication of the puerperium. The paper is of excellent 
construction and arrangement, neither too long nor too short, and it contains 
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much new information, presented in such good order that it is easily under- 
stood. The bare bones of tabulated fact are suitably clothed in the living 
tissue of clinical inference and appropriate treatment. In fact, this paper 
stands as a model to those who have done some original work and are 
prepared to take trouble in reporting it. 

Forty-six cases of femoral thrombosis are summarized; they are divided 
into primiparae and multiparae and considered in relation to (a) age inci- 
dence, (b) type of labour, (c) date of onset, (d) the leg affected, (e) the in- 
fecting organism, (f) the duration of the swelling and the period in hospital, 
(g) the relation of the duration of the swelling to postural treatment, 
(h) complications, (i) treatment. 

More extensive pathological investigation of recent cases suggests that 
low percentage of haemoglobin may be a causal factor of some importance. 
Figures are given to show that careful attention to posture has been followed 
by a considerably shortened period of recovery. In the 46 cases, the recovery 
rate was 95.2 per cent. Two patients died: one from streptococcal septicaemia 
and one from tuberculous pulmonary abscess formation. 


Mr. Giiiiatr and Professor CAMERON took part in the discussion which 
followed. 


Mr. BLAKELEY reported 
A CASE oF DIABETES INSIPIDUS AND TWIN PREGNANCY. 


An outstanding feature in this case was the rapid development of great 
thirst and polyuria, both of which prevented the patient from sleeping at 
night. Her recorded intake was 400 ounces of fluid a day and she passed 200 
ounces of urine during the night. Injections of extract of the posterior 
pituitary lobe reduced excretion to 40 ounces during the night and 120 ounces 
during the day and enabled the patient to obtain a good night’s rest. In 
spite of a large uterus with pelvic hydramnios, the capacity of her bladder 
was 45 ounces. 

About 35 of these cases, associated with pregnancy, have been recorded 
in the literature, and it would appear that satisfactory control is obtained 
by posterior pituitary lobe medication. The diabetes insipidus may dis- 
appear after pregnancy or remain unaltered. 


A meeting of the Section was held on Friday, June 17th, 1938. 
Mr. Gordon LUKER reported a case of 

A MESENTERIC CYST SIMULATING AN OVARIAN TuMouR. 
Mesenteric cysts are very rare tumours. In the present case the tumour 


was a large one and was situated in the mesentery of the caecum, which 
was pressed forward by the tumour. 
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The patient was a woman 36 years of age who had had five children; she 
professed excellent health and complained only of one attack of pain seven 
days previously, which drew her attention to the abdominal swelling. 

There was some doubt about the clinical diagnosis of an ovarian tumour. 
At operation the cyst had the appearance of an ovarian cyst adenoma, but 
it was situated in the mesentery of the caecum, from which it was enuc- 
leated. It was quite distinct from the right ovary and Fallopian tube, 
which appeared to be normal. On examination after removal the cyst was 
uniocular, containing glycerine-like fluid. Microscopic section of the cyst’s 
wall showed the appearance of a papillary cyst adenoma with some characters 
suggesting malignancy. 


The PRESIDENT, Mr. CLIFFORD WHITE, and Mr. PaLMER took part in the 
discussion which followed. 


Dame LouIsE McILRoy read a paper on 
OBSTETRIC SHOCK. 


Dame LoutseE said that little definite information was available as to 
what we mean by the term obstetric shock. Theories have been suggested 
pointing to disturbances of the sympathetic nervous system and to chemical 
changes in the tissues leading to persistently low arterial pressure. Shock 
is a contributory factor in the causation of maternal mortality, and the 
diagnosis between haemorrhage and shock is sometimes difficult. Haemor- 
thage is one of the most frequent causes of shock, as it causes depletion of 
the plasma in the vital organs. In some cases delayed shock occurs when 
there has not been any recognized clinical evidence of primary shock. 

Predisposing causes in pregnancy are anaemia, malnutrition, mental 
strain and anxiety, cardiac and pulmonary diseases, toxaemia, toxic ante- 
partum haemorrhage and haemorrhage due to placenta praevia. 

Causes occurring during parturition include, (a) prolonged or obstructed 
labour associated with excessive muscular exertion, fatigue and mental 
anxiety. In rare cases shock may follow an apparently normal labour and 
may be due to the lowering of the intra-abdominal pressure. Choice of anaes- 
thetics is also important. (6) Forcible dilatation of the cervix, precipitate or 
rapid instrumental delivery, bruising and lacerations of pelvic tissues give 
rise to traumatic shock due to liberation of toxic substances with capillary 
relaxation. (c) Mismanagement of the third stage of labour. Here, unneces- 
sary handling of the uterus may be a factor. Postpartum haemorrhage and 
the trauma associated with manual removal of the placenta may add to the 
shock already produced by postpartum haemorrhage. 

In the prevention of the condition Dame Louise felt that constant super- 
vision of antenatal cases should only be undertaken by experienced practi- 
tioners, and emphasized the importance of diet and general hygiene in 
preventing toxaemia and anaemia. 

Dame Louise reviewed some results of conservative versus operative 
treatment in toxaemic haemorrhage. Prolonged labour should be avoided 
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and obstructed labour recognized as soon as possible. The importance ot 
administration of fluid and food during labour was emphasized and the 
methods of administration of fluids and their composition were reviewed. 
When available, blood transfusion surpasses other methods. 

It was suggested that coramine and strychnine have their places in the 
treatment of obstetric shock, but it is useless to whip the flagging heart until 
loss of fluid has been restored. Dame Louise had seen little benefit from the 
administration of pituitrin and, on the other hand, had seen shock occur after 
the administration of an injection of pituitrin. 


Messrs. HAWKINs had arranged a demonstration of the latest appliance for 
the intravenous injection of fluid. 


Professor H. L. SHEEHAN read a short paper on 
THE POST-MORTEM CHANGES ASSOCIATED WITH OBSTETRIC SHOCK. 


The PRESIDENT and Dr. OXLEy took part in the discussion which followed. 
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At a meeting of the Edinburgh Obstetrical Society, held on March gth, 
1938, with the President, Professor HENDRY, of Glasgow, in the Chair, 
Dr. Motra STEVENSON read a paper on 


ANAEMIA OF PREGNANCY. 


She said that although most people were aware that anaemia was a 
common complication of pregnancy and the puerperium, this was not the 
impression one gained from a summary of the literature. Since the 
introduction of liver therapy in pernicious anaemia, however, more interest 
had been taken, and recently many cases of secondary anaemia of pregnancy 
had been recorded; but it would appear that pernicious anaemia of pregnancy 
was very rarely found in temperate zones. It was accepted as common in 
India, but there the condition was considered to be tropical macrocytic 
anaemia complicated by pregnancy. 

Impressed by the rapid response to liver therapy in some ward cases in 
which pernicious anaemia appeared to date from a pregnancy, and by the 
apparent frequency of puerperal anaemia in the out-patient department, 
Dr. Stevenson began an investigation in 1928. One hundred patients were 
examined during a period of six years. Some were seen during the routine 
work of one medical unit of the Glasgow Royal Infirmary, and some as cases 
of special interest in the Glasgow Royal Maternity Hospital. They were not 
collected at a clinic for anaemia, and did not in any way represent the 
frequency of anaemia in the Glasgow Royal Maternity Hospital. 

For purposes of description she used the simple classification of 
(1) pernicious, megalocytic, or hyperchromic anaemias; (2) secondary, 
microcytic, or hypochromic anaemias. There were 30 cases in the first group, 
and 70 in the second; but these figures did not give any indication of the 
relative frequency of the two types, as more attention had been paid to 
the first. 

It appeared to be more common than was generally realized. It was a 
serious and sometimes fatal complication of pregnancy. She detailed her 
findings and differentiated it from true Addisonian anaemia as follows: 
(1) It occurred at an earlier age. (2) Multiparity was a predisposing cause. 
(3) Poor nutrition was common. (4) It was more rapid in development. 
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(5) Achlorhydria was uncommon, but the gastric secretion was abnormal. 
(6) Retinal haemorrhages were the only signs of involvement of the nervous 
system. (7) Haemolysis was relatively slight. (8) The blood-picture reflected 
a more plastic marrow, and varied with the chronicity of the illness. The 
red cells were sometimes deficient in haemoglobin. Price-Jones’s curves 
usually showed a broadened base, without a shift to the right. (9) Response 
to suitable therapy was usually more rapid. (10) Maintenance treatment was 
not required. 

With regard to aetiology, it appeared that there was a temporary lack 
or sufficiency of the intrinsic factor in certain individuals during pregnancy. 
Dietary deficiency of the extrinsic factor probably played a part in causation. 

A brief description of the 70 cases of the secondary group was given. 
It was more common than the pernicious type, though, as a rule, not so 
serious. It was a microcytic hypochromic anaemia resembling idiopathic 
hypochromic anaemia, but differing from it in the following features: 
(1) It usually occurred at an earlier age. (2) While achlorhydria was common, 
hyperchlorhydria was sometimes found. (3) Icteric tingeing of the skin, and 
slight excess of urobilinogen in the urine were common. (4) There was often 
anisocytosis with considerable numbers of large polychromasic cells. Price- 
Jones’s curves showed a broadened base as well as a shift to the left. 
Leucocytes were sometimes increased. (5) While massive iron therapy 
usually was the most satisfactory form of treatment, the addition of liver 
was sometimes helpful. (6) Some cases recovered very rapidly, and remained 
well without maintenance iron therapy. 

The main aetiological features appeared to be the strain of repeated child- 
bearing, dietary deficiency, and abnormal gastric secretion with poor 
absorptive powers. 

General survey. Dr. Stevenson was becoming more and more convinced 
that these anaemias could not be separated into two watertight compartments, 
Some resembled pernicious anaemia, and some resembled idiopathic hypo- 
chromic anaemia, but this was a group which had the morphological and 
possibly the aetiological features of both, and in which liver and iron were 
required in treatment. 

In the course of the investigation certain questions of interest had arisen, 
the most important being related to haemolysis, which was slight in the 
pernicious group, and occurred in many cases of the secondary group. 

She stressed the importance of adequate nutrition and antenatal care as 
possibly preventing their occurrence. 
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At a meeting of the Edinburgh Obstetrical Society on May 11th, with the 
President, Professor JAMES HENDRY, in the chair, Dr. T. N. MacGREeGorR 
read a paper on 


OESTRADIOL BENZOATE THERAPY IN SENILE VAGINITIS. 


Dr. MacGregor’s communication recorded a clinical and photographic 
study of 15 cases of senile vaginitis, which was described as an inflammatory 
condition of the vagina characteristically associated with post-menopausal 
life. All the patients had a normal or artificial menopause; the symptoms 
complained of in order of frequency were vulval irritation, vaginal discomfort, 
vaginal bleeding, dysuria, leucorrhoea, and dyspareunia. 

The diagnosis was based on examination of the vulva and vagina; the 
characteristic features were redness round the vaginal introitus, areas of 
petechial haemorrhage scattered over the vagina, and narrowing of the vaginal 
vault. Uterine carcinoma was excluded by curettage when there was a 
history of bleeding. 

As a result of therapy eight patients were completely cured and had 
remained symptom-free for periods varying from 14 to 21 months. Seven 
were relieved in that they were almost symptom-free, but there was still 
evidence of some inflammation. Of these one was a diabetic and two had 
associated leukoplakia of the vulva. 

The rationale of oestradiol benzoate therapy in senile vaginitis was the 
restoration of the atrophic vaginal epithelium to that condition which existed 
during the period of reproductive life. The reconstitution of the vaginal 
epithelium by the oestrogens not only increased the vascularity of the tissue 
and thus promoted healing, but also caused an increase in the cellular 
structure subjacent to the denuded areas which caused shedding of the 
infected tissue. Oestrogenic therapy also stimulated the production and 
deposition in the vaginal epithelium of nutritive substances necessary for a 
normal vaginal flora, which, once re-established, proved inimical to the 
invading organisms. Cessation of therapy was followed, after an interval, by 
a reversion of the vaginal epithelium to the atrophic condition which normally 
existed after the menopause. The main form of treatment given was the 
intramuscular injection of oestradiol benzoate, supplemented in two cases 
by vitamin A. The dosage varied from 5 milligrams twice weekly to 10 
milligrams daily according to the severity of the condition and the response 
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obtained. Intramuscular injection was the most successful mode ot 
administration. Oecestradiol in the form of suppositories, though conceivably 
a practical way of treating this condition, had proved disappointing, probably 
on account of the atrophic state of the vagina, which would have militated 
against the absorption of the oestrogens. This form of therapy might. 
however, constitute a useful adjunct to therapy after the vaginal epithelium 
had been rejuvenated by the intramuscular administration of oestradiol. 
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POYAL ACADEMY OF MEDICINE IN IRELAND. 


A meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, April 29th, 
1938. The President, Dr. J. S. QUIN, was in the Chair. 


A discussion took place on 


THE ANNUAL REPORTS OF THE ROTUNDA HOSPITAL, THE COOMBE LYING-IN 
HOSPITAL, AND THE NATIONAL MATERNITY HOSPITAL. 


The PRESIDENT said that the number of patients seeking admission to the 
maternity hospitals in Dublin, or seeking attendance in their own homes 
from the hospitals, was still rising. In the three hospitals during the year 
10,681 women had been delivered, and the records of all these cases were 
printed for the information, criticism, and instruction of the members of the 
section. He did not think that there was any other city where such figures 
were available. Referring to the question of antenatal care, he said that in 
the Rotunda Hospital over 3,000 patients had attended the antenatal 
department during the year. Almost 60 per cent of the women for whose 
confinements the hospital was responsible attended that department, There 
was an average of over three attendances per patient. In 1932 the attendance 
had been 850 patients, just under 23 per cent, whereas during the year 
under review the attendance had been just under 60 per cent. In spite of 
this, however, there was not any corresponding decrease in the abnormalities 
and complications of pregnancy such as one was led to believe would follow 
antenatal supervision. In fact with an increase of antenatal care in England 
there had also been an increase of what could only be called meddlesome 
midwifery, and, in consequence, the maternal mortality had actually 
increased in the last four years, doubtless due to this interference. Such a 
condition, he was glad to say, was not shown in the figures for Dublin. 

In the Coombe Hospital there was an average attendance in the antenatal 
department of over two visits per patient, but this could not be described as 
accurate supervision. In the National Maternity Hospital more than half the 
patients admitted had not had any antenatal care at all. These cases were 
responsible for most of the deaths during the year. He wondered if this 
corresponded with the experience of the Masters of the other two hospitals. 

In the three hospitals there had been 37 cases of eclampsia with a maternal 
mortality of 16 per cent. The death-rate from this complication could not 
be considered satisfactory. In the Rotunda Hospital labour had been induced 
in 193 cases for various reasons; in the National Maternity Hospital labour 
had been induced in go out of 3,000 admissions. In the Coombe Hospital 
Report the various reasons for induction had been set out in three sub-tables; 
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there had been 33 cases out of 2,900 admissions. In seven cases medical 
means had been used. In 11 cases labour had been induced for the prevention 
of dystocia, and in 15 cases for other reasons such as cardiac complications. 
In one case progynon had been injected for the induction of labour, but as it 
had taken four days to work he would be inclined to call it a matter of 
post-hoc rather than propter-hoc. 

Referring to failed forceps cases, he mentioned a discussion at which he 
had been present at a meeting of the British Medical Association in which 
the opener of the discussion had read a paper on 220 cases of this condition 
which he had treated, and said that the paper had been extremely 
informative, and the discussion very interesting. He had never come across 
a case of failed forceps, and wondered why it was that an occasional case 
of this kind was now appearing in Ireland. He was specially interested in 
the tables in the reports detailing vaginal delivery in cases previously treated 
by Caesarean section. There had been nine of these cases in the Rotunda 
Hospital, and seven in the National Maternity Hospital. The reports from 
the auxiliary departments of the three hospitals alone would provide enough 
material for a discussion lasting the whole evening. 

Referring to the paediatric department in the Rotunda Hospital, he asked 
what was the nature of the cases in which blood transfusion had been carried 
out in the infants, and said he was interested to see that the paediatrician 
stated that such blood transfusions were technically difficult and time- 
consuming. Surely some treatment such as the giving of saline would prove 
almost as efficacious, and it would certainly be much less troublesome. 
He asked how long before blood was given to a very young infant did it 
require to be typed. 

The new pathological laboratories in the Rotunda Hospital and in the 
National Maternity Hospital, when completed, should be of enormous 
help to the staffs. 

He asked why in the Coombe Hospital, where there had been a certain 
number of septic cases during the year, it had been considered necessary 
to examine only 15 throat swabs. From what type of cases had these 
swabs been taken? In each of the other hospitals over 100 throat swabs had 
been taken during the year. 


Dr. BETHEL SoLtomons said it was difficult adequately to discuss the 
reports. He thought that three cases of failed forceps in the three maternity 
hospitals compared well with the figures on the other side of the Irish Channel. 
It was interesting to hear that the British mortality had increased with 
improved antenatal care, and that in Ireland, with increased attendance and 
in spite of magnificent buildings, the mortality had not diminished. It 
would be of value to state, in the tables, especially the tables dealing with 
the toxaemias and accidental haemorrhage, whether there had been prenatal 
supervision; this applied especially to the fatal cases. The history should be 
given in the tables of vaginal delivery after previous Caesarean section. He 
did not believe there was a real place for hysterectomy in the treatment 
of eclampsia or of accidental haemorrhage, even though there might be an 
odd success reported. It was mentioned in the Rotunda Report that when 
induction failed once, the patient was left alone; further details of these 
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cases would be valuable. He, Dr. Solomons, had introduced drainage of the 
abdomen as part of the routine during the lower-segment Caesarean operation 
for suspicious cases, but it was better to drain the pouch of Douglas than 
the utero-vesical space; it was a greater protection to the upper abdomen. 
Amongst the small number of fatal cases the cause was too often given as 
cardiac or pulmonary. The greatest care should be taken to exclude the 
pelvis as a causal factor. 


Dr. NINIAN FALKINER, referring to the Coombe Hospital Report said that 
he was very interested to see one case of bacillus Welchii infection reported. 
He asked Dr. Corbet where he thought the infection had actually come from 
in such cases, and if he thought it had come from the vagina. He was also 
very interested to read about Dr. Corbet’s treatment of albuminuria by the 
method of Arnold and Fey, and said he would be most interested to hear 
later on the end-results of this treatment, and he hoped Dr. Corbet would 
publish them in more detail at a later date. In the other two hospitals the 
patients were given a tremendous amount of fluid, whereas Dr. Corbet 
estimated the amount of albuminuria when the patients were practically 
fluid-empty. It was, he thought, a matter for discussion whether the figure 
for eclampsia in the Coombe Hospital, 16 per cent, could be called satisfactory 
or not. He suggested that in future years the investigation of eclampsia 
might be made a special part of the reports of the three hospitals. 

Dr. Ninian Falkiner said he thought it was unfair to criticize antenatal 
care when patients attend the antenatal department only three times during 
pregnancy. Patients should attend at least 8 or 10 times. He referred to 
the extraordinarily low incidence of forceps delivery among primigravidae 
in the Rotunda Hospital. 


Dr. T. M. Heaty said that the reports of the three hospitals should be 
circulated at a much earlier date than they were. He was aware of the 
very great difficulties which were always in the way, especially when there 
was a common printer for the whole set of reports, but it was impossible to 
study them and to have a really satisfactory discussion on them when they 
were available only a few days before the meeting of the section. The 
operative incidence was almost identical in the three hospitals; it was still 
between 9 per cent and 11 per cent. This showed that it had been found 
necessary to operate on only one patient out of every 10 who came into the 
hospitals. This figure, he thought, was extremely good, especially when it 
was taken into account that so many of the patients came into the hospitals 
from a very long way outside the city. Referring to occipito-posterior 
position, he said that there was so much misunderstanding among doctors 
as to the cause of difficult forceps delivery that he thought it was a pity that 
any doubt should be left in the mind as to the posterior position of the 
occiput. The number of cases of induction of labour was very much greater 
than it had been to years ago. He himself was now beginning to wonder if 
induction of labour was as good as he had previously thought it was. In 
spite of it, there had not been any falling-off in the number of Caesarean 
sections and there had not been any improvement in the stillbirth-rate. 
The incidence of Caesarean section in the Rotunda Hospital was one of the 
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lowest, if not the lowest, in the world. If a person studying these reports 
was specially interested in statistics, he thought it was easier to collect 
statistics quickly from the Coombe Hospital Report than it was from either 
of the others. The subheadings were more clearly written in this report 
than they were in the others. He felt that the Masters of the three hospitals 
should try to agree on some form of report, so that the form would be the 
same for each. If a common form of table was adopted it would make it 
much easier for the assistants who helped in the compilation of the reports, 
and possibly it would enable the Masters to get their reports out earlier in 
the year. 


Dr. G. C. DocKERAy said that blood transfusion saved the lives of a great 
many babies. It was difficult to give, and took a long time; it was necessary 
to repeat the examination of the blood before doing a transfusion. He had 
recently seen a baby in the Rotunda Hospital whose haemoglobin was only 
1o per cent and whose red cell-count was 900,000. The baby had had three 
transfusions, and the haemoglobin was now 60 per cent. The bloods were 
not, as a rule, typed. 


Dr. D. F. HANty referred to the antenatal care, and mentioned the fact 
that in the Coombe Hospital there had been 37 cases of eclampsia. He asked 
how many of these patients had received antenatal care during pregnancy. 


Dr. R. W. SuHaw said that in the reports of two of the hospitals he had 
not been able to find any reference at all to anaesthesia. Anaesthesia was 
mentioned in the Rotunda Hospital Report. Three deaths were reported; 
one was definitely mentioned as post-anaesthetic congestion of the lungs, 
and the other two were from broncho-pneumonia. He asked if in these two 
cases inhalation anaesthesia had been used, or spinal anaesthesia. 


Dr. A. W. SpaIn said that unless these reports were obtained early it was 
impossible to go through them properly before the meeting of the section. 
If it was not possible to get the reports circulated in time before this April 
meeting, he suggested that they should be left till the next session of the 
Academy. It was very interesting to note the number of attendances at the 
antenatal departments increasing so much every year. In spite of this fact, 
it did not seem to have made any difference in the eventual mortality-rates 
in the maternity hospitals. It was amazing to him how, in addition to all 
their other work, the Assistant Masters were able to find time to do so much 
antenatal work. He felt that the hospitals really needed an increase of staff 
to deal with the great increase which had taken place in the amount of 
antenatal work which had to be done. Referring to the cases in the Rotunda 
Hospital Report for which hysterectomy had been performed, he said that 
it would be helpful if the Master would elaborate the actual indications for 
hysterectomy in these cases. 


Dr. Kerry ReEppDIN referred to the great shortage of maternity beds in 
Dublin, and to the necessity for developing practice in the districts. Every 
woman now wished to have her baby in hospital. This was not possible, 


765 


if 
om 
ter 
|_| 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


and so the district practice should be as efficient as it was possible to make it. 
There was a great necessity for an ambulance service to bring women from 
the outlying districts into the maternity hospitals. Prenatal work had 
developed beyond any conception during the last two years. This, however, 
was not all due to the maternity hospitals. The medical officers of health 
had done a great deal in persuading women to go to prenatal departments. 
He hoped that in future there would be as good prenatal departments in the 
Coombe Hospital and in the National Maternity Hospital as there was at 
present in the Rotunda Hospital. There seemed to be a great many deaths 
of babies in the maternity hospitals; from the figures it looked as if an 
alarming slaughter of babies was taking place in them. He wondered if there 
was any explanation for this. 


The Master of the Coombe Hospital, in replying, said that 2.2 
attendances could certainly not be regarded as adequate prenatal care. In 
the Coombe Hospital the structure of the prenatal department was entirely 
inadequate. It would be a terrible time for the obstetrician if 100 per cent 
of cases regularly attended the prenatal department, because it would show 
him how little he really knew about his job. The things which usually 
impressed one about a case were the things which were not observed until it 
was somewhat late. No patient who had had prenatal care had developed 
eclampsia. He thought that progynon was good for the induction of labour, 
but it had been found to be too expensive for general use. Everyone had 
cases of failed forceps at some time; the difference between a good and a bad 
failed forceps case was the time that it took the obstetrician to realize it. 
It was not possible always to be perfectly certain that the head would not go 
through, and one had to give the patient th: benefit of the doubt. During 
the year only two throat swabs had shown f. iemolytic streptococci. Labour 
shock was a definite obstetric complication. It was a definite entity, and 
was one of the really difficult conditions with which an obstetrician was faced. 
The case of Caesarean hysterectomy mentioned in the Rotunda Hospital 
Report had been sent into the Rotunda Hospital by him because he had not 
been able to admit it to the Coombe Hospital. He had been present at the 
operation. The patient had not had any signs of external haemorrhage except 
rupture of the membranes. The uterus was eventrated; it had not the 
slightest power of retraction and went on bleeding steadily. In the cases 
infected with the bacillus Welchii he did not know where the infection had 
come from. He had now carried out the Fey-Arnold technique for eclampsia 
for two and a half years, and was pleased with it. It did not appear to have 
much effect on patients with chronic nephritis, It was at its best in patients 
with much oedema. A great many of the symptoms in pre-eclamptic cases 
were due to water intoxication. Patients who had had this treatment for 
seven weeks had been enabled to bring a baby from 31 to 38 weeks. 

One was always a little dissatisfied with the results of breech labour, but 
in the table in his report the mortality had been largely accounted for by the 
neonatal deaths. In 49 cases there had been only two stillbirths, and these 
were complicated breech deliveries. He induced labour fairly freely, but 
perhaps more freely for other complications than for disproportion. Two of 
the cases in which premature labour had been induced in the hope of averting 
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disproportion had eventually to be treated by Caesarean section. He made 
a rule of using as little chloroform as he possibly could. If a baby was born 
with a sign of life it was classified in the report as being born alive 
and dying later. This, to some extent, accounted for the number of deaths 
of babies referred to by Dr. Kerry Reddin. There were always too many 
stillbirths in a maternity hospital. The number of babies born was perhaps 
fictitious, and if the weights of the babies were entered in the death 
certificates the situation might perhaps be explained. 

It was very necessary to increase the services of the district, and he had 
been trying for some time to do this in a quiet way. On two occasions this 
year blood transfusions had been done in the district. The fact that this had 
been possible, he thought, showed a fairly high degree of care in the district. 
It was very necessary to have more kit for the district, and more quickly 
obtainable kit. He was trying to increase the range of the district services 
by supplying material which was not strictly maternity material to the 
women in the district. 


Dr. McMaunon, in the absence of the Master of the National Maternity 
Hospital, in replying, said that none of the three women who had died from 
eclampsia had had any antenatal care. Chloroform was used in the district, 
gas and oxygen in the hospital. There had not been any deaths from 
chloroform during the year. In referring to vaginal hysterectomy as against 
abdominal hysterectomy, he said that most of the abdominal hysterectomies 
had been performed in cases which were not at all suitable for vaginal 
hysterectomy. Most of them were cases of large fibroid uteri. 


The MasTER of the Rotunda Hospital, in replying, said that the mortality- 
rate for the three hospitals was 0.3 per cent. This, he thought, was 
marvellous, especially when it was remembered that these hospitals were 
dealing with all the maternity work from a very large area. It meant that 
Ireland not only had its specialists, but also that its general practitioners 
were on a far higher scale and were far better obstetricians than were to be 
found anywhere else in the world. Emergency midwifery to-day was very 
much less than it had been some years ago. This was due partly to antenatal 
care and partly to better obstetrical training. It was very hard to explain 
the eclamptic figures. He felt that, if anything, at present the cases of 
eclampsia were worse than they formerly were. The figures must go up, 
because there were not so many mild cases. He was in some doubt regarding 
the present mode of treatment, and thought that some different method of 
treatment might be tried for a year, or else that the present treatment might 
be modified, to see if the results would be any better. It should be possible 
to deal with, and prevent, the slowly arising type of eclampsia, but it was 
impossible to prevent the fulminating type. 

In the treatment of placenta praevia the antenatal dispensaries should be 
of the greatest help. In the past, most cases of this condition had come into 
hospital as emergencies. Now the placenta praevia figures had considerably 
improved as regards the babies, because the patients came into hospital 
earlier. The foetal mortality was better than it used to be, and the maternal 
results were good. At present in the antenatal department at the Rotunda 
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Hospital up to 150 cases were seen in an afternoon. It would soon be 
absolutely necessary to have extra assistants. He thought that Dublin 
obstetricians had now proved to their satisfaction that induction of labour 
was a useful method of treatment. In the three Dublin maternity hospitals 
the Caesarean section rate was the lowest in the world. He had seen only 
three cases of failed forceps in the year, and thought that the fact that so few 
of these cases occurred in Ireland was due to the fact that the practitioners 
of midwifery in the country had a much better conception of midwifery than 
they had in other countries. Only one death from pulmonary disease had 
been due to the anaesthetic. This was a case of Caesarean section; the patient 
had had influenza a week before admission, had not said anything about it, 
and had not had any sign of it when she was admitted. She died from very 
acute congestion of the lungs a very short time after the anaesthetic was given. 

The mortality-rate from eclampsia was a subject which should be 
investigated by the three hospitals. They should try to bring forward some 
dictum from the Dublin school regarding what they were doing about 
eclampsia and its treatment. The forceps-rate in the Rotunda Hospital was 
low. This might, perhaps, be due to the giving of chloroform capsules. He 
was of the opinion that very light chloroform anaesthesia did not delay 
labour. There was a very definite shortage of beds in the maternity hospitals. 
He had tried to obtain 50 more beds at the Rotunda Hospital. This was a 
matter which should certainly be remedied. It was extremely important to 
try to get an ambulance service. Women in the far-out districts often had 
difficulty in obtaining transport to hospital. During last year he had made 
an effort to improve the amenities on the district. There had been difficulty 
during the year owing to infection of the gastro-intestinal tract and the lungs 
of babies. If the lives of some of the babies were to be saved it would be 
necessary to admit them to the Rotunda Hospital, because the other hospitals 
would not admit them. The position regarding babies in Dublin at present 
was extremely difficult. If the paediatric department of the Rotunda Hospital 
were better, as it was hoped it would be in a couple of years’ time, it should 
be possible considerably to reduce the infantile mortality. 
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